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Abstract 
This thesis evaluates participatory theological bioethics of Lisa Sowle Cahill 
and its relevance to end-of-life care in Hong Kong. The thesis is divided mainly into 
two parts. The first part is to investigate the Cahill's participatory theological 
bioethics. With emphasizing on the theological anthropology, Cahill 's Christian 
ethics is derived from the Catholic tradition -and feminist concern. Despite there are 
some internal incoherencies of Cahill's participatory theological bioethics, it not only 
provides a moral framework concerning with human dignity, common goods and 
subsidiarity, but also offers helpful resources for theorizing and advocating a 
normative, activist and transformationist Christian bioethical stance. The second part 
is to explore the relevance of Cahill 's participatory theolgoical bioethics for the 
end-of-life care in Hong Kong. The end-of-life care service in Hong Kong is 
analyzed by multi-disciplinary approaches and Cahill's participatory theological 
ethics. The contributions of participatory theological bioethics are mainly in two 
aspects. Firstly, the end-of-life care ethics is reframed in both personal and social 
ethics. Secondly, the decision making of end-of-life care should be considered into 
the personal, relational and spiritual dimensions. The intercultural dialogue between 
Hong Kong context and Cahill 's suggests that taking familial relationship as a 
starting point to participatory. 
論文摘要
本論文主要討論 Lisa Sowle Cahill í 參與的神學生物倫理」及其對香港臨終
照顧之相關性。本論文分兩部份。第一部份是探討 Cahill 之「參與的神學生物






港臨終照顧之處境作跨學科的分析 。 繼而，再以 Cahill 之「參與的神學生物倫
理」的框架檢視香港的臨終照顧。本文之貢獻除呼籲我們思考生命之意義，檢
視香港臨終照顧服務及醫療制度，並重構當下對臨終照顧之倫理。最後，本文
屬於一個跨文化的對談，以香港的經驗詮釋 Cahill í 參與」的意思，建議香港的
臨終照顧之倫理應由「家庭式的參與」為起始點。
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Chapter 1 Introduction 
The ethics of end-of-life care affects everyone at a certain time in their life. 
End-of-life care decision such as artificial nutrition and hydration and euthanasia are 
the ethically controversial issues. Many bioethical incidents happened in Asia, which 
were quite different to the United States, Canadian or European societies. For 
instance, the practice of 'no-treatment' decision-making has been studied extensively 
in the European societies and the United States, showing that, many patients die after 
forgoing treatment. However, the practice of forgoing life-sustaining treatment in the 
end-of-life care is not widely accepted in Asian society such as Hong Kong. 
In Hong Kong, there has been increasing attention on the issues of the 
end-of-life care from the public and the academic world in recent decades. However, 
these issues have not been widely explored. Furthermore, the health care professions 
explicitly keep other views off the debate. The contribution of Christianity is 
considered as the spiritual supports or pastoral care by the health care professions. 
Nevertheless, Lisa Sowle CahiIl has proposed that theological bioethics is possible 
and necessary to participate in the public discourse. CahiII harmonized the view of 
Duncan Forrester that public theology seeks the welfare of the city before protecting 
the interests of the Church or its proper liberty to peach the Gospel and celebrate the 
sacraments.} Moreover, Forrester finds public theology often takes 'the agenda for 
the world' or parts of it, as its own agenda and seeks to offer distinctive and 
constructive insights from the treasury of faith to help in the building of a decent 
society, the restraint of evil, the curbing of violence, nation-building and 
reconciliation in the public arena and so forth. 2 Through the lens of public theology, 
the end-of-life care issue is one of the crucial concern and agenda of theology. Then, 
} Duncan Forrest, "The Scope of Public Theology" Studies in Christian Ethics, 17:2 (2004): 6. 
2 Ibid. 
what is the role of theology in bioethics? What does theology have to contribute to 
public debate about end-of-life care in Hong Kong? 
In Health care and Christian Ethics, Robin Gill has argued that public theology 
has a threefold critical role; that is, criticizing, deepening and widening the ethical 
debate in society at large.3 He reveals the four virtues of compassion, care, faith and 
humility from the healing stories in the Synoptic Gospels. Then, he applies these 
virtues in the contemporary bioethics such as health care rationing, genetics, 
withholding or withdrawing the artificial nutrition, in order to investigate the 
significance the four virtues. Furthermore, Gill believes the religious communities do 
provide evidence of relative distinctiveness in the values/virtues held and practiced 
by their participants.4 
However, I disagree with Gill in the following ways. Firstly, Gill assumes that 
theology is from above to provide the answers to the society. Although theology 
shares the critical role to the society, theology has to be revised and reviewed in 
different context. Secondly, the inequalities access to health care service by the 
poverty seems to be neglected. He explains that we should serve the illness with 
compassion and care. However, the three main contenders in twenty-first century 
which are science, economics and liberalism are disregarded. S In other words, the 
complexities of the bioethics in the contemporary context are overseen. 
Cahill suggests theological bioethics in the twenty first century must make a 
new commitment to public participation.6 Cahill points out that social justice is an 
integrative concept, bringing together and indicating the interdependence of all the 
just relations and institutions that make up the common good. Therefore, she 
3 Robin Gill, Health care and Christian ethics (Cambridge: Cambridge University Press, 2006), 8. 
4 Ibid, 8. 
S Lisa Sowle Cahill, Theological bioethics : participation, justice, and change (Washington, D.C. : 
Georgetown University Press, 2005), 27. 
6 Ibid" 254. 
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proposes Participatory theological bioethics, which roots in Catholic social teaching, 
with the commitments to the dignity of persons, common good and subsidiarity. 
Cahill is one of the leading Catholic moral theologians in the United States. She 
was awarded the 2008 John Courtney Murray Award for Excellence in Theology by 
the Catholic Theological Society of America (CTSA) for her outstanding and 
influential contributions in diverse areas of Christian ethics.7 Cahill has shown 
significant influence on Catholic sexual ethics and bioethics. Her sexual ethics has 
been extensively studied while her bioethics is not systematically evaluated. There 
are nine doctorial dissertations research on Cahill's sexual ethics.8 In the field of 
bioethics, Theological Bioethics: Participation, justice and change has published in 
2005. She has constructed her distinct theological notion of bioethics until 2005. And, 
her bioethics is not yet systematically evaluated. 
The aims of this thesis are to discuss participatory theological bioethics of Lisa 
Sowle Cahill and its relevance to end-of-life care in Hong Kong. This thesis argues 
that Cahill's participatory theological bioethics explicitly contributes to end-of-life 
care in Hong Kong. This thesis consists of two parts. The first part is to evaluate 
7 Website of Catholic Theological Society of America: http://www.ctsa-online.org. (accessed on July 
2,2009). 
8 Elizabeth Margaret Bounds, Why have we gathered in this place? : A critical assessment of selected 
theories of community (Ann Arbor, Mich.: U.M.I., 1995); Dawn Marie Nothwehr, "Mutuality: A 
formal norm for Christian social ethics." (ph.D. dissertation, Marquette University, United States, 
1995); Edward Joseph Peck, "Foundational elements for Christian sexual ethics: A methodological 
study using Bernard Lonergan's horizon analysis of the writings of Lisa Sowle Cahill, Beverly 
Wildung Harrison, and William E. May" (Ph.D. dissertation, Loyola University of Chicago, United 
States, 1998); Joy Stevens, "The implications of Mary O'Brien's "Philosophy of Birth" for feminist 
theological ethics" (Ph.D. dissertation, University of Ottawa, Canada, 2000); Christopher P Klofft, 
"Moral development, virtue, and gender: A comparison of the differing accounts of Lisa Sowle 
Cahill, Servais Pinkaers, and Paul Evdokimov." (S.T.D. dissertation, The Catholic University of 
America, United States, 2000); M. Christian Green, "Toward a feminist hermeneutic of fatherhood: 
Law, religion, and the normative image of the family in family law case books" (Ph.D. dissertation, 
The University of Chicago, United States, 2004); H Savage, "Changing sex? Transsexuality and 
Christian theology" (Ph.D. dissertation, Durham, 2005); C Russell, "An autonomy perspective in 
theological ethics on transgenic food production" (Ph.D dissertation, Trinity College Dublin, 
University of Dublin, 2006) and Raphael Gao Chao Peng, "A Christian understanding of becoming 
parents: A study of Lisa Sowle Cahill's and John Paul I1's moral analyses of reproductive 
technologies and the application of these perspectives to the situation of contemporary 
China," (S.T.D. dissertation, The Catholic University of America, United States, 2007). 
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participatory theolgoical bioethics of Lisa Sowle Cahill. In order to critically analyze 
Cahill's Participatory theological bioethics, Chapter 2 is to review and evaluate her 
approach and methodology to Christian ethics. Cahill's Christain ethics is derived 
from the Catholic tradition and feminist concern with emphasis on the theological 
anthropology. Methodologically, Cahill proposes the complementary reference points 
for Christian ethics: the Bible, tradition, normative accounts of the human and 
descriptive accounts of the human. Then, in Chapter 3, Cahill participatory 
theolgoical bioethics is being analyzed under the framework of the approach and 
methodology of her Christian ethics. 
The second part is to explore the relevance of Cahill's participatory theolgoical 
bioethics to end-of-life care in Hong Kong. Chapter 4 is to examine and analysis of 
the end-of-life care in Hong Kong from interdisciplinary perspectives. In Chapter 5, 
the active engagement that the participatory theological bioethics 'participates' in the 
end-of-life care in Hong Kong is explored in order to discuss its relevance and 
promote intercultural dialogue. In conclusion, the contributions of participatory 
theological bioethics in the end-of-life care in Hong Kong will be highlighted. 
4 
Chapter 2 Lisa Sowle Cahill's Theological background 
2.1 Introduction 
Cahill is J. Donald Monan Professor at Boston College, where she has taught 
theology since 1976.9 Her research interests are multiple and diverse, including 
History of Christian ethics; New Testament and ethics; Catholic social ethics; 
feminist theology and sex and gender ethics; bioethics; ethics of war and peace. In 
particular, CTSA highly recognizes her contributions in bioethics that invoking the 
tradition of Catholic social teaching about the common good, solidarity, human 
dignity and the option for the poor in order to argue for an allocation of healthcare 
resources that is fair and just to all member of society. 
This chapter has two sections. Firstly, Cahill's theological approach to Christian 
ethics which derived from the Catholic tradition and feminist concern with emphasis 
on the theological anthropology is reviewed. Secondly, Cahill's four sources of moral 
methodology are outlined in order to discern their applicability towards the 
composition of Cahill 's participatory theological ethics. 
2.2 Cahill's theological approach to Christian Ethics 
When Cahill constructs her account of Christian ethics, she stands in the Catholic 
tradition and pays particular attention to feminist thought. In addition to a feminist 
perspective in Christian ethics, Cahill proposes 'critical realism' as an approach to 
moral knowledge. 1O She emphasizes the sociality of human beings. She argues that 
the foundations of morality are best understood as broad areas of agreement about 
human needs, goods and fulfillments. And, Cahill assumes that it is possible to come 
9 Website of Department of theology at Boston College: http://www.bc.edu/schools/cas/theology/ 
faculty/lcahill.html. (accessed on July 2, 2009) 
10 Lisa Sowle Cahill, Sex, Gender and Christian Ethics, New Studies in Christian Ethics (Cambridge, 
United Kingkom: Cambridge University Press, 1996), 2. 
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to agreement about the shared moral values. She further explains that all human 
relations are embodied, self-conscious and social; therefore they share common 
ground for moral obligation, insight, communication and action. In short, she 
believes the moral knowledge is obtained by cross-cultural discernment and 
developed dialectically among others through human experience. To Cahill, the 
moral knowledge is open to revision. 
2.2.1 Catholicism 
Catholicism has been all along Cahill's tradition. She describes herself as the 
member of the generation of Catholic women whom lived through the Second 
Vatican Council. She particularly highlights that Catholicism and feminism both have 
distinctive meanings as these closely tied to her formative experiences. II She 
criticizes the context of Vatican 11 as a culture that was in general very restrictive 
about sex and women's roles. Although Cahill 's criticism of Catholicism in the '50's 
to be narrow and superstitious and the Church is not always peaceful or comfortable, 
it imbued her with a sense of the transcendent and of the presence of GOd. 12 She 
primarily grew up in the Catholic tradition schools which nurtured her theological 
vocation. 
The most significant characteristic of the entire work of Vatican 11 was its 
emphasis on dialogue, which also marks contemporary Catholic moral theology. 13 
While growing up at the time of the Second Vatican Council, she had experienced the 
significant and great changes of Catholic moral theology. Cahill attended high 
School from 1962 to 1966, roughly coinciding with the Council. One of her vivid 
11 Lisa Sowle Cahill, "Santa Clara Lecture - On Being A Catholic Feminist," Santa Clara Magazine, 
Fall 2004, http://www.scu.edu/ignatiancenter/events/lectures/archives/upload/s03 _ cahill.pdf. 
12 Ibid, 6-7. 
13 Charles E. Curran, "Modern Roman Catholic Moral Theology" in The Westminster dictionary of 
Christian ethics, ed James F. Childress and John Macquarrie (Philadelphia : Westminster Press, 
1986), 388-393. 
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memories in high school is listening with apt attention to her senior year theology 
teacher who conveyed to them the contents and significance of the almost daily 
bulletins from Rome, extensively covered by both religious and secular news 
media. 14 Cahill is writing ground for the Catholic tradition while there are dialogues 
with contemporary philosophical ethics, Protestant theologians, Catholic theologians 
and other religious traditions. The influence of the Vatican 11 and the religious 
education background in high school were the good breeding ground for nurturing 
her theological approaches to Christian ethics. 
Although religious traditions, themes or symbols do not offer many specific 
guidelines in particular contemporary moral issues, they do create a context of values, 
dispositions and practices within which specific ethical questions can be taken Up.15 
Cahill upholds that the religious tradition would provide an opening for larger 
questions of meaning and even of transcendence in dealing with the elemental human 
experiences of birth, life, death and suffering. 16 Therefore, she suggests key to any 
religious perspective in ethics is a transcendent frame for reference. On the other 
hand, from the public policy discourse, the distinctive contribution of Roman 
Catholic moral theology has been to insist that proponents representing quite diverse 
religious and philosophical traditions should have open conversations. 17 
Cahill realizes that Catholic medical ethicists would attempt to enter the policy 
debates on the assumption that there is a common human nature and a generally 
14 Cahill, "Santa Clara Lecture - On Being A Catholic Feminist", 6-7. 
15 Lisa Sowle Cahill, "Introduction to the Project: Genetics, Theology, and Ethics," in Genetics, 
theology, and ethics: an interdisciplinary conversation., ed. Cahill (New York: Crossroad Pub. Co., 
2005),2. 
16 Lisa Sowle Cahill, "Religion and Theology" in Methods in medical ethics. ed Jeremy Sugarman 
and Daniel P Sulmasy (Washington, D.C.: Georgetown University Press, 2001),63. 
17 Lisa Sowle Cahill, "The Catholic Tradition: Religion, Morality, and the Common Good," Journal 
of Law and Religion 5, No. 1 (1987):75. 
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acceptable ideal of the good society.18 On the other hand, she acknowledges that 
Catholicism sometimes falls into a community-relative bioethics, as disputed issues 
are often referred to Church authority for settlement in a manner which avoid 
philosophical and scientific counter-evidence and is not generally acceptable to 
thinks outside Catholicism. 19 What then is Cahill's position in the spectrum of the 
Catholic thoughts? 
According to Cahill, the most distinctive characteristic of the Roman Catholic 
tradition of ethics is its foundation in the natural law morality of Thomas Aquinas. 
She explains that Aquinas defined natural law as humans' innate inclination toward 
what promotes human fulfillment; it has been instilled in the creature by God and is 
knowable by reason.20 Aquinas 's natural law is based on the idea that the human 
beings share certain human truth, purposes, goals and values that can be established 
by the reasonable reflection on human experience. She affirms Aquinas's natural law 
morality provides a base on which to build a community of moral discourse that 
transcends cultures and unites individuals and societies. 
Nevertheless, Cahill criticizes that the natural law morality has been quite 
limited by Aquinas's culture and history settings to the formation and reformulation 
of specific moral norms. As numerous natural law theorists maintain, its 
interpretation today must be historically oriented. Cahill holds: 
In recent decades, however, there has been a renewed appreciation of the 
fact that human reason operates not abstractly and with absolute certainty 
but out of particular histories and experiences, through which the possibly 
universal is glimpsed. Consequently - and as Aquinas himself noted - it is 
in question of applied ethics that the most diversity, uncertainty, and need 
18 Cahill, "Religion and Theology", 49. 19 Ibid, 49. 
20 Lisa Sowle Cahill, "Feminism and Christian Ethics - Moral Theology," in Freeing theology: the 
essentials of theology in feminist perJpective, ed Catherine Mowry LaCugna (San Francisco, Calif.: 
Harper SanFrancisco, 1993), 214. 
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for revision of formulations will arise.21 
In contrast to the traditional natural law, Cahill suggests a revised natural law 
approach which is to specify as clearly and in as detailed a manner as possible the 
nature of the human goods, what they mean in the concrete and what kind of actions 
will or will not attain them?2 This is not to say that such acts are 'neutral', but that 
their negative dimensions might be outweighed in situations in which they become 
the greater good or lesser evi1.23 In other words, the morally good or sinful quality of 
such acts will depend on the contingencies of context. 
Nevertheless, Cahill still maintains strongly that natural law is a viable basis for 
social ethics even without a theological context or the remedial assistance of 
scripture as religious communities and ideas that have a powerful role in providing 
moral orientation?4 She pinpoints that the objective moral order provides a basis for 
ethical discussion and general agreement among persons from different cultures, 
religions, places and times. Therefore, she argues the Catholic ethical tradition is 
possible to establish shared moral values at least at a fundamental and general level. 
Accordingly, Cahill proposes the Catholic ethical tradition is essentially that the 
reasonable reflection on human experience can lead the Catholic to not only 
recognize and condemn injustice but also persuade others that they can recognize and 
condemn it on more or less the same terms as the Catholics do.25 
2.2.2 Feminism 
Cahill's theological works are explicitly from Roman Catholic context, payIng 
particularly attention to Christian ethics and feminist ethics. For more than three 
21 Lisa Sowle Cahill, "Sex, Gender and Bioethics in the Catechism," in The Universal Catechism 
Reader: Reflections and Responses. ed Thomas J. Reese (Francisco: Harper Collins, 1990), 167. 
22 Lisa Sowle Cahill, "Natural Law: A Feminist Reassessment," in Is there a human nature? ed Leroy 
S.Rouner (Notre Dame, Ind. : University of Not re Dame Press, 1997), 84. 
23 Cahill, "Sex, Gender and Bioethics in the Catechism," 177-178. 
24 Cahill, "Natural Law: A Feminist Reassessment," 85. 
25 Cahill, Sex. gender, and Christian ethics, 69. 
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decades in the past, Cahill has been engaged in the important contemporary issues, 
which often intersected with the feminist debates such as abortion, family and 
marriage, genetics and stem cells research, homosexuality, sex and gender ethics, 
euthanasia and related issues. However, Cahill does not always stress the feminist 
perspective in her work but her reconstruction of sexual ethics has sought to enhance 
the position of women in Catholicism through dialogue with both mainstream and 
feminist Catholic theologies. 26 
Cahill narrates in her own story that the two great evolutions in American 
society and the Church were important in forming the person and scholar herself that 
she was to become.27 The first evolution was the doubtful attitude towards authority 
such as the Church and state. The second was the emergence of women into all kinds 
of new roles in church and society. Moreover, Cahill reviews that Vatican 11 women 
have strong roots in a cohesive Church while they also came of age in a more 
repressive society and in a religious community with separate, hierarchical gender 
roles. Particularly, the teachers of the Sisters' of Mercy Holy Trinity High School in 
Washington, D.C., showed significant influence upon Cahill. One of the teachers 
who impressed her was her English and drama teacher, Sister Mary Frederick 
married a young priest.28 Cahill appreciates her teachers provided an alternative to 
the reigning expectations for girls. All these experiences set the background for 
preparing Cahill to participate in the theological vocation. 
Cahill criticizes the Church teachings, in particular, focusing on male 
experIence while the female experience has been suppressed. From Cahill 
perspective, the unfortunate narrowing of the Catholic moral vision of the female sex 
26 Bounds, Why have we gathered in this place? : A critical assessment of selected theories of 
community, 283 . 
27 Cahill, "Santa Clara Lecture - On Being A Catholic Feminist", 4. 
28 Ibid. 
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has good historical precedent. Firstly, there is the energetic resuscitation of the 
'masculine-feminine difference' in language, following upon consistently sexist 
language throughout the Catechism for the Universal Church.29 Secondly, Cahill 
comments on the magisterial tendency of the Church to see women's work especially 
outside the home. For instance, Cahill disapproves of the rejection by women's 
ordination in the Roman Catholic Church. Furthermore, she also pinpoints that in 
Mulieris dignitatem, John Paul 11 failed to ask critically the stereotypical definitions 
of 'feminine' nature even if he opposes discrimination against women. 30 Cahill 
agrees that feminism has influenced moral theology at a more fundamental level by 
shaping its questions and methods.31 Accordingly, Cahill attempts to respond this 
deficiency by examining different feminist ethical methods and proposes the 
alternatives. 
First of all, Cahill reVIews that the common feminist ethical method is 
deconstructionism. In the sexual ethics area, she describes this method as 'the 
deconstruction of Christian ethics' because it de constructs the negative, distorted 
repressive or truncated views of human sexuality and women.32 Cahill points out 
postmodernity may well be viewed as another evolution of modernity that distrusts 
the authority, encourages the critical exercise of liberty, and emphasizes freedom, 
equality as well as human reason especially scientific reason. 33 She finds that many 
feminist adopt an essentially liberal framework of rights, equality, autonomy, 
freedom and tolerance to deal with the gender and sexual arguments, claims equal 
rights for men and women in all societies. However, Cahill addresses the pitfall of 
deconstructism by examining the writing of Michel Foucault who is the centerpiece 
29 Cahill, "Sex, Gender and Bioethics in the Catechism," 179. 
30 Lisa Sowle Cahill, "Feminist ethics" Theological Studies 51 (March 1990):57-58. 
31 Cahill, "Feminism and Christian Ethics - Moral Theology", 213. 
32 Cahill, Sex, Gender and Christian Ethics, 14. 
33 Ibid, 16-18. 
11 
of the postmodern deconstructism. According to Cahill, Foucault wanted to awaken 
individuals in modern cultures to the fact that even their most 'revolutionary' 
struggles (for example, against sexual "repression") are in reality designed by 
controlling systems of knowledge which select what is 'problematized' .34 Foucault 
promotes resistance to any positive and normative moral program and leads to 
deconstruction of universal morality. 
Cahill criticizes the Foucault character's feminist theological approach, which 
has influenced the deconstruction of objectivity and universality as foundations of 
ethics. She recognizes the foundationless mission of theology has been accepted -
even embraced - by many feminists. 35 Cahill suggests this radical deconstruction of 
moral foundations simply leads to a cultural relativism which enervates real moral 
communications, intercultural critique and cooperation in defining and building just 
conditions of life for men and women. And, therefore, there are two problems of the 
Foucaltian approach to ethics. Firstly, there is the weakness or inconsistency at the 
practical level. Cahill points out that most postmodern thinkers count on a consensus 
about liberal values which they do not theoretically defend.36 The second problem is 
implied by the first. The equality of women is not firmly enough implanted culturally 
and politically in different cultures. 37 In other words, Cahill appreciates the 
deconstructionism that lifts up or empowers people to deconstruct the oppressive 
structure.38 However, deconstructionism would not help to transform the oppressive 
situations and assist to build up the just social structure. 
Secondly, Cahill introduces another feminist ethical method which IS 
34 Ibid, 21-25. 
35 Ibid, 25. 
36 Ibid, 29. 
37 Ibid. 
38 Lisa Sowle Cahill, "Philosophy and Religion: Do Activists for Women's Health Need Them?" in 
Globalization, women, and health in the twenty-jirst century. ed I10na Kickbusch, Kari A. Hartwig, 
and Justin M. List (New York: Palgrave Macmillan, 2005),34-35. 
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recognIzIng as 'difference'. 39 Cahill notes that some feminists from minority 
traditions or Third World resist assimilation of culturally different women to a 
unitary model of women's experience especially the white, middle-class women's 
experience. However, she criticizes those feminists who emphasize the 'difference' 
without analyzing its social, political and cultural difference. Cahill suggests: 
What the feminist debate about difference brings to such a theory or 
emphasizes within it, is that mutual understanding and agreement on 
goods is not achieved in some sphere above or beyond differences, but 
only from reflection which begins within determinate historical 
communities with particular experiences of goods and evils and particular 
visions or hopes of change.4o 
In summary, Cahill appreciates deconstructionists and feminists who 
over-emphasize the 'difference'. On the other hand, she also critically illustrates the 
pitfalls of these ethical methods. She proposes the alternatives for open, reciprocal 
and critical conversation, ultimately grounded in consensus-seeking communities of 
practice.41 
Cahill presents another philosophical feminist theory, Martha Nussbaum's 
capabilities theory, which moves beyond the shared view of liberal, postmodern and 
difference theory that justice is best understood in procedural terms, and attempts to 
offer substantive definitions of human goods and the good society.42 Nussbaum has 
incorporated elements of both postmodernism and discourse theory, and has moved 
to a less tentative and more substantive defense of moral objectivity and universality. 
In Cahill's word, Nussbaum sees human experience can disclose goods which 
constitute a full life, and practical reason can guide action toward them. And, part of 
Nussbaum's program is to elucidate substantively, not just procedurally, what 
39 Cahill, Sex, Gender and Christian Ethics, 25-30 and "Natural Law: A Feminist Reassessment," 81. 
40 Cahill, "Natural Law: A Feminist Reassessment," 79. 
41 Cahill, Sex, Gender and Christian Ethics, 12. 
42 Cahill, "Philosophy and Religion: Do Activists for Women's Health Need Them?" 36. 
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experIences and needs, and therefore values and rights, human beings have In 
common. 
Cahill addresses one tension in Nussbaum's thought is that, while lifting up a 
social theory of human well-being that implies social interdependence and the 
importance of social institutions to the common good, she continually falls back on 
the key value of liberal autonomy and individual rights.43 However, Cahill admires 
Nussbaum that she uses an explicitly inductive method and places material goods as 
well as civil liberties on her list; but like liberals and unlike postmodernists, she does 
not shy away from talking about ' universal obligations ' .44 She finds Nussbaum's 
theory is not only consistent with the development of Roman Catholic Thomistic 
ethics, it also offers a contemporary, feminist, Christian intercultural ethics of sex 
and gender which is historical and inductive, revisable but nonrelativist. Cahill 
argues the contributions of feminist theologians will be complemented by 
perspectives of feminist philosophers in order to place the theologians within larger 
currents of thought and to align them with new ones.45 Therefore, she attempts to 
develop the defense of moral objectivity and universality proposed by Martha 
Nussbaum. 
Cahill recognizes that religious institutions and authorities can be dogmatic, 
hidebound or fundamental but religions can also be sources of countercultural and 
liberating analysis and action. She affirms the enduring value of natural law 
approaches to ethics. Furthermore, she upholds an understanding of natural law as 
discovered within an ongoing process of action and reflection converges with the 
43 Ibid, 36-37. 
44 Maratha Nussbaum, Sex and Social Justice (New York and Oxford: Oxford University Press, 
2000), 30, quoted in Cahill, "Philosophy and Religion: Do Activists for Women 's Health Need 
Them?" 36. 
45 Lisa Sowle Cahill, "Genetics, Ethics and Feminist Theology: Some recent directions," Journal of 
feminist studies in religion 18, no .2(2002):54. 
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feminist accent on expenence, on differences mediated by reciprocity, and on 
practice as a test of theory.46 What Cahill suggests is Aquinas's natural law morality 
provides a base for ethics with feminist revision. Thus, Cahill engages upon 
Christian ethics from a Roman Catholic feminist perspective, which is not only 
rooted in Catholic moral tradition especially the Second Vatican Council, but also 
revisited, reexamined and reevaluated its relevance to contemporary significance for 
diverse areas of ethics. 
Cahill characterizes feminist theology and ethics in two concerns, which are the 
equality of women and men, and respect for their difference. According to Cahill, 
Roman Catholic feminist theology often upholds an ideal of full human moral 
agency and well-being which presumes a common standard, and understands justice 
neither procedurally nor as protection of individual rights, but as egalitarian 
participation of all human beings in the common good. Cahill' s general theological 
approach to sexuality derived from her feminist concerns and the emphasis she 
places on both relational and social aspects of the person.47 Feminist theology begins 
with women's concrete reality, which it uses to critically address received traditions 
viewing women primarily in the service of institutionalized male dominance.48 It 
emerges from women's experience of exclusion from social opportunity and power; 
it also aims at social change.49 Thus, Cahill proposes the feminist moral ideal is to 
transform persons and societies toward more mutual and cooperative relationships 
between women and men, reflecting their equality as human persons. 50 Cahill 
pinpoints that personal ethics and social ethics are closely interdependent. Moreover, 
46 Cahill, "Natural Law: A Feminist Reassessment," 84. 
47 Gao, "A Christian understanding of becoming parents: A study of Lisa Sowle Cahill's and John 
Paul I1's moral analyses of reproductive technologies and the application of these perspectives to 
the situation of contemporary China". 
48 Cahill, "Feminism and Christian Ethics - Moral Theology", 214. 
49 Ibid, 213. 
50 Ibid, 214. 
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she finds Feminist theologies frequently bear special affinity to the liberation 
theologies that take the side of the "poor" or oppressed, and call for economic and 
political equality. 51 In summary, 
Christian feminists employ women's experIence as a critical norm in 
approaching both theological traditions and social practice; in re-examining 
human experience as male and female, they focus on its embodied and its 
social character; they extend the moral meaning of embodiedness beyond 
sex-based gender roles; they challenge historical constructions of gender as 
oppressive to women, as culturally biased, and as not demanded by natural 
sex differences; and they critically combine both Christian resources and 
philosophical and social analysis to guide their transformative vision of 
more co-operative and egalitarian communities.52 
2.2.3 Theological Anthropology 
Cahill attempts to bring the feminist emphasis on the women's experience into the 
traditional reliance on experience found in Catholic natural law traditions. To Cahill, 
human experience cannot be separated from body as 'ethics always has to do with 
the body in one way or another, for morality refers to human'. 53 Her approach to 
human nature not only focuses more on human relations and society, but also helps to 
locate the ethical analysis within a more social and historical model of moral 
reasoning. Cahill believes the theological anthropology provides insights that a 
philosophical or political perspective cannot. She suggests a Christian view of human 
relationality converges with a very basic human experience - interdependence with 
others in community. 54 Human relationality is historical, dynamic, interactive and 
communal. From Cahill's point of view, relationality is so integral a dimension of 
being human that it would be impossible to define morality without it.55 
51 Cahill, Sex, Gender and Christian Ethics, 63-67. 
52 Cahill, "Feminist ethics",56. 
53 Cahill, Sex, Gender and Christian Ethics, 73. 
54 Lisa Sowle Cahill, "Bioethics, Relationships, and Participation in the Common Good" in Health 
and human flourishing: religion, medicine, and moral anthropology. ed Carol Taylor and Roberto 
dell'Oro (Washington, D.C.: Georgetown University Press, 2006), 208. 
55 Ibid, 207. 
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Cahill highlights that the great thinkers such as Plato, Aristotle and Aquinas 
agreed every creature has relationships to its environment but human beings make 
decision about what kindof relationship those will be. 56 Human beings are 
distinguished by the characteristics of intellect and will, who are made in the 'image 
of God'. Cahill emphasizes relationality as essential to God's image and present the 
creation of male and female at fist instance of human relationship in the 
interpretation of Genesis I: 26-28.57 Moreover, Cahill affirms Douglas John Hall's 
view that humanity's essential nature is not found it the abstract or in an isolated 
specimen defined by certain capacity but 'by considering human beings in the 
context of their many-dimensioned relationship'. 58 God intends humanity as a 
'being-in-relationship'. That means, human's relationship to one another as well as to 
God are part of God's image in humanity. Furthermore, the human relation to God is 
realized and tested in and through their relations with others, and in the collective or 
social forms these relations take. Cahill further elaborates that the image of God in 
humans is communal and that community and all human relations are embodied. In 
other words, the sociality of human begins, through which they image God, is made 
possible by and expressed through human embodiment. 59 
The image of God should be fulfilled in the relationship to God but in which the 
curse of sin is instead experienced. Sin brings conflict to one another and a broken 
relationship with God as well as the environment. Cahill pinpoints the corruption of 
sin in and through our natural embodied existence is especially evident in the fact 
that human groups invariably define and stigmatize other groups by identifying 
56 Ibid, 209. 
57 Ibid, 210-211. 
58 Lisa Sowle Cahill, "Embodying God's image: created, broken, and redeemed" in Humanity before 
God: contemporary faces of Jewish, Christian, and Islamic ethics. ed. William Schweiker, Michael 
A. lohnson and Kevin lung (Minneapolis, Minn.: Fortress Press, 2006), 62. 
59 Ibid, 64. 
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physically difference characteristics.6o She explains human beings suffer because we 
sin, rejecting through our bodies and on the bodies of fellow humanity the kinds of 
relationship that mirror GOd.61 
Nevertheless, from Cahill's view, redemption unfurling within history, at least in 
the perspective of Genesis, is a dynamic process with strong future orientation. She 
proposes justice is the norm and goal of all human relations and societies, and 
essential to the earthly beginning of redemption.62 She follows Thomas Aquinas that 
described human's proper relation to God as one of friendship, a vocation to which 
we are called by God's grace. Therefore, Cahill holds that humans require a 
conversion to the compassionate attitudes necessary to motivate beneficent action 
toward others, as well as restraint of our own self-interest in order to include others 
in our friendship with God.63 In other words, Cahill believes that to connect the 
redemptive theme of 'friendship with God' with creation restores the 'image of God' 
in humans. 
In the light of H. Richard Niebuhr, Cahill pairs relationality with responsibility 
to lift up the moral question. Niebuhr, in Cahill's words, he links Christian social 
ethics to a doctrine of sin.64 According to Niebuhr, sin originates in human finitude 
and becomes reality as the refusal to acknowledge dependence on God. At the 
individual level, sin manifests itself as pride or sensuality. At the social level, sin, 
willful injustice, takes hold through the self-deceptive dynamics of collective 
egotism. Niebuhr explicates both the social effects of sin and the self-deception that 
60 Ibid, 69. 
61 Ibid, 71. 
62 Ibid, 74. 
63 Cahill, "Embodying God's image: created, broken, and redeemed," 74-75. 
64 Lisa Sowle Cahill, "Cloning and Sin: A Niebuhrian Analysis and a Catholic, Liberationist 
Response," in Beyond cloning: religion and the remaking of humanity. ed. Ronald Cole-Turner 
(Harrisburg, PA: Trinity Press International, 2001), 103. 
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enables it with the category 'collective egoism' .65 His solution to sin is a relative 
pessimist approach about the potential of human societies to engage in open, 
good-faith debate about the common good and more consistently towards institutions 
that are more just and inclusive. Niebuhr sorts responsibility into four parts: response 
to actions upon us, to which we continually reply; interpretation, as we raise the prior 
question 'what is going on? ' ; accountability, which means we act in anticipation of 
reply; and social solidarity, for our actions and interactions form a continuing 
society.66 Cahill explains that response is the inner moral dimension of relationality, 
and responsibility is a word that defines the moral character of responsive 
relationships.67 The ideal of responsibility gives Christian theological bioethics a 
language of discourse that is grounded in experience and can be shared with other 
faith traditions, other cultures, and philosophical ethics. 
Following Niebuhr, Cahill proposes an alternative position which is more 
optimistic and more confident that Christian ideals can be reflected in the public 
order, is the tradition of Catholic social teaching. The image of Christian community 
as Christ's body not only conveys that it represents the sort of redeemed relationships 
that authentically represent Christ in this world but also gives texture to the real, 
embodied and concrete nature of human relationality.68 Cahill states on behalf of the 
human beings, responsibility in relationship calls us to practical works and actions. 
In Catholic social tradition, defining justice and responsibility as the meaning of 
relationality, is the common good. According to the Second Vatican Council, Cahill 
supports the dignity of the person and the interdependence and social participation of 
65 Cahill, "Cloning and Sin: A Niebuhrian Analysis and a Catholic, Liberationist Response," 104. 
66 H. Richard Niebuhr, The Responsible Self: An Essay in Christain Moral Philosophy (New Yor: 
Harper and Row, 1963), 65. 
67 Cahill, "Bioethics, Relationships, and Participation in the Common Good," 210 . 
68 Ibid, 212. 
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all, structure the responsible relationality that make up the common good.69 Cahill 
further explains responsibility to the universal common good requires the personal 
and social virtue of solidarity. She reviews the Catholic teachings on the health care 
that all confirm the responsibility in the relations that constitute the common good 
demands a 'preferential option for the poor' in health care and structural justice that 
ensure access for all. Cahill concludes distributive justice defines relational 
responsibility in health care. 
Cahill recognizes the Catholic social tradition is only gradually moving from 
the hierarchical model of society that might be very hard to harmonize the interests 
of different social groups. However, on the basis of subsidiaryity, Catholic health 
care providers, scholars and leaders take the initiative in devising more just and 
inclusive approaches to care, approaches those not only serve but aim to empower 
the underserved and their communities.70 What is Cahill suggestion is that not just to 
an orderly, vertical delegation of authority from higher to lower groups but also to 
morally authoritative action initiated outside the formally legitimated structures of 
authority and to horizontal, midlevel, pluralistic and intersecting energies and forces 
that challenge the status quo and create new networks and alliances that can be 
effective for change.71 
Cahill's anthropological perspective makes Catholic Christian theological ethics 
a version of social ethics although it may not have converted world-wide structures 
of access to goods of health. She affirms that the wager of the Catholic common 
good tradition and hence of Catholic theological bioethics is that their grounding 
anthropology can be validated in practice.72 Therefore, she believes that theological 
69 Ibid, 213. 
70 Cahill, "Bioethics, Relationships, and Participation in the Common Good," 217-218. 
71 Ibid, 215 . 
72 Ibid, 220. 
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bioethics does operate in tandem with institutional practices that are challenging the 
world-wide structures and serving as catalysts for change. 
2.3 Moral Methodology 
Cahill bases her moral theology heavily on the role of experience, especially the 
women's experience and concern. She argues that we can better understand the 
shared human experience "by recollecting and critically renewing what some of our 
predecessor have had to say of our common experience". 73 In her book Between the 
Sexes: Foundations for a Christian Ethics of Sexually, she introduces four sources as 
the wellsprings of this process in her methodology for Christian ethics. These are 
complementary reference points for Christian ethics: the Bible, tradition, normative 
accounts of the human and descriptive accounts of the human.74 
2.3.1 The Bible 
Cahill confirms the Bible is the most distinctive source of Christian ethics. The Bible 
is authoritative for churches whose members have a number of overlapping identities 
(cultural, political, and familial) providing multiple understandings of themselves 
and their world.75 To Cahill, the Bible is a diverse collection of works by different 
authors, spanning centuries and written in many historical settings for different 
immediate purposes. Therefore, the Bible cannot be treated as a direct source of 
timeless moral rules. And, some teachings, themes or texts simply cannot be 
re-appropriated constructively, in any form by the believing community today.76 She 
illustrates that the Bible is most relevant to Christian life at the level of establishing 
basic communal practices, instead of formulating specific rules for action. 
73 Lisa Sowle Cahill, Between the sexes: foundations for a Christian ethics of sexuality (Philadelphia: 
Fortress Press New York: Paulist Press, 1985),4. 
74 Ibid, 5. 
7S Lisa Sowle Cahill, "The Bible and Christian Moral Practices" in Christian ethics: problems and 
prospects, ed Lisa Sowle Cahill and James F Childress (Cleveland, Ohio: Pilgrim Press, 1996), 3. 
76 Ibid,4. 
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Cahill argues that relating bible to ethics is a complex interpretive process. 
Biblical interpretation is crucial for Christian ethics, as Christian discern what the 
Bible means morally in their own lives, in their own cultural settings and in relation 
to their own special circumstances, especially their experience of God as handed on 
in the community of faith itself and as renewed or tested in light of present events.77 
In particular, Cahill concentrates on one of the biblical criticism which refers the use 
of social history and sociology. She identifies social description of early Christianity, 
interpreted partly with the use of sociological models, and has concentrated on 
several factors which are extremely pertinent to ethics such as the Jewish background 
(purity observance; the relation between the religious leadership and ordinary 
Jews).78 By using the method of sociology and social history, it demonstrates that 
early Christian community and moral behavior tended to undermine institutions and 
relationships that permitted powerful elites both religious and political to exploit the 
I .. f I 79 arge maJonty 0 peop e. 
Historical information about early Christianity is valuable in defining an 
analogous shape for Christian communities today. Cahill suggests that even if not 
every moral command in the Bible is relevant today, we can still aim to form 
communities whose moral practices, though different in some aspects, embody the 
'reign of God' in recognizably similar ways. 
2.3.2 Tradition 
The second source for the Christian ethics is tradition which is closely related to the 
Bible. Cahill interprets tradition as the ' story' of a people, ' handed on ' or 
'transmitted' for re-appropriation in each generation, which derived from the fai th 
77 Cahill, "The Bible and Christian Moral Practices," 3. 
78 Ibid, 6-7. 
79 Ibid,5. 
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life of the community.80 She believes that the Bible is not only the basis of the 
Christian religious tradition but is actually a representation of the first phases within 
that tradition. In other words, tradition is the reflection of the faith community from 
their live. 
Cahill affirms that tradition is the historical identity and self-understanding of 
the religious community which is formed by the Scriptures, and which continues to 
inform its present and future .81 In her treatment of Christian ethics, she takes roots in 
her own Catholic tradition. Firstly, she recognizes and reviews the tradition Catholic 
teaching on the relevant issues. For the sexual ethics, she reviews the Roman 
Catholicism teachings such as Familiaris Consortio (Apostolic Exhortation on the 
Family), encyclical Humanae Vitae, the Vatican 's documents, letters from Pope John 
Paul 11 and official teachings. For the bioethics in critical care issue, Cahill also first 
refers to Roman Catholicism teachings such as Vatican's Declaration of Euthanasia, 
natural law, encyclical letters, Catholic Consensus Statement and the Ethical and 
Religious Directives for Catholic Healthcare Services. 
After reviewing the tradition, she criticizes and reVIses the tradition. Cahill 
points out that the Catholic tradition especially in the areas of role of the woman is 
contradicting in some senses. She finds the pope declares the 'equal dignity and 
responsibility of men and women fully justifies women's access to public function ' 
in Familiaris Consortio.82 However, Cahill disagrees that the pope stereotypes the 
women's maternal family roles and discriminates women's other public roles and 
professions. Furthermore, Cahill criticizes Catholic moral theology has been 
concerned the morality of individual acts rather than the social, economics or 
80 Cahill, Between the sexes: foundations/or a Christian ethics of sexuality, 6. 
81 Ibid. 
82 Cahill, Sex, gender, and Christian ethics, 204. 
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political perspectives.83 In addition, in the bioethics, Cahill pinpoints the Catholic 
moral tradition should engage to the creation of the social and political will to change 
social institutions so that providing the equitable access to health care.84 
2.3.3 Normative Accounts of the Human 
The third source of the Christian ethics is the normative accounts of the human. 
Cahill describes this account as the philosophical accounts of essential or ideal 
humanity.85 Her theology especially sexual ethics has strong reference to Aquinas's 
natural law but she draws different conclusions with Aquinas. To Cahill, Thomas 
Aquinas's basic source of normative ethics is a philosophical theory of natural law, 
derived through a process of observation of the human reality as he know through a 
process of observation of the human reality as he know it. 86 
According to Aristotelian-Thomistic natural law tradition, Cahill finds that 
Aristotle and Thomas defined human characteristics through an essentially empirical 
process of observation, reflection and abstraction.87 Cahill argues the fundamental 
sources for Thomas's ethics is his reflective understanding of human nature. 88 
Nevertheless, Cahill challenges that concrete individuals and societies never 
represent in pure form the' essentially' or 'genuinely' human. 89 
On the other hand, Cahill believes we need normative ethics in order to 
reinterpret the hypothesis that male-female difference and complements extend 
beyond gross reproductive design. 9o In Cahill's words, natural law provides an 
opportunity to take into account the concrete interaction of nature and culture often 
83 Lisa Sowle Cahill, "Catholic consensus on critical care, patient welfare and the common good," 
Christian Bioethics 7, No. 2 (2001): 190. 
84 Ibid, 191. 
85 Cahill, Between the sexes: foundations for a Christian ethics of sexuality, 5. 
86 Ibid, 118. 
87 Ibid, 87. 
88 Ibid, 107. 
89 Ibid. 
90 Ibid, 1 00. 
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posited in theories about humanity. Therefore, Cahill suggests the normative 
accounts of the human should lie in descriptive accounts of the human. 
2.3.4 Descriptive Accounts of the Human 
Cahill describes the forth source, descriptive accounts of the human, as the 
descriptions of what actually is and has been the case in human lives and societies. 
She portrays descriptive accounts of what the human situation actually is like, giving 
us a 'window' onto the normative. She serves the empirical or other descriptive 
resources as correctives to biblical, traditional and normative accounts that simply do 
not correspond to the realities of human experience.91 Cahill addresses there are two 
forms of describing human situations. The first is the empirical science such as 
anthropology, sociology, psychology and biology, which illustrate the reality of 
situations that the ethicist evaluates. 92 The second is the reflection on actual 
expenence. 
Cahill reminds the ethicists that should recognize their own presuppositions and 
implicit hypotheses and so consider most seriously the impact that evidence 
unfavorable to them would have on his or her agenda.93 The empirical science offer 
conclusions drawn from observations of particular individuals or group. She further 
explains that empirical ' data ' are organized and interpreted with the help of 
categories that are themselves not wholly ' value free ' .94 Therefore, Cahill concludes 
that empirical evidence can be appropriated meaningfully in Christian ethics only if 
interpreted in the light of other, complementary sources: Scripture, tradition and 
normative as distinct from descriptive, accounts of the human.95 
Cahill pays special attention to the human experience. She finds that ' the 
91 Ibid,10. 





normative accounts of human' do not necessarily correspond to the actual experience 
of the human. She argues that the past experience of persons is providing the genuine 
foundations and substance for their moral obligations.96 
Indeed, Cahill does not clearly define the experience. It is obscure to determine 
which experience is valuable or neutral. Furthermore, Christopher Klofft comments 
on Cahill 's emphasis on experience that 'the difference proposed by reflection on 
experience is sufficiently important to supersede the norms proposed by the other 
three sources' .97 
2.4 Conclusion 
The Christian ethics proposed by Cahill demonstrates the commitment of 
contemporary Catholic ethics to re-examining natural law categories on the basis of 
anthropology and to incorporating the testimony of those engaged practically in the 
relevant areas, especially when their voices have been in the past neglected or 
excluded. In particular, Cahill attempts to bring the feminist emphasis on the 
women's experience into the traditional reliance on experience found in Catholic 
natural law traditions. She insists that the appeal to women 's experience must be 
justified within a natural law framework. 
Cahill suggests the uniquely feminist thred In the Catholic ethical fabric is 
advocacy for women's experience and women's concerns as is directly evident in sex 
and gender ethics. In other areas of ethics such as bioethics, economics - feminism 
has had an in indirect but important role in reinforcing themes of sociality, 
relationship, compassion, and affirmative action on behalf of power 's victims.98 
Methodologically, Cahill proposes the complementary reference points for 
96 Cahill, "Sex, Gender and Bioethics in the Catechism," 169. 
97 Klofft, "Moral development, virtue, and gender", 87. 
98 Cahill, "Feminism and Christian Ethics - Moral Theology", 231. 
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Christian ethics: the Bible, tradition, normative accounts of the human and 
descriptive accounts of the human. Cahill explains that these four sources are 
interconnected. The Bible is the most distinctive source of Christian ethics. It is a 
departure from what could be thought of as a natural progression from Bible to 
tradition to modern ethical reflection. And, empirical or other descriptive resources 
serve as correctives to biblical, traditional and normative accounts. The relation 
between the sources of Christian ethics is ever dialectical, circular and critical. Cahill 
argues that the standard of an adequate Christian theology and ethics is precisely the 
dialectical and complementary relationship of Bible, tradition and normative and 
descriptive accounts of human existence.99 
After examining Cahill's theological approach and methodology to Christian 
ethics, the following chapter critically examines Cahill's participatory theological 
ethics under the framework of this chapter. 
99 Cahill, Between the sexes: foundationsfor a Christian ethics of sexuality, 9. 
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Chapter 3 Lisa Sowle Cahill's Participatory Theological Bioethics 
3.1 Introduction 
Cahill proposes that Christian theological bioethics should make justice in access to 
health care resources its first priority. She suggests bioethics in the twenty-first 
century must in very case be social ethics, not just as theory but as engagement 
particularly in light of globalization. In Cahill's theological bioethics, this chapter 
will take up the issue of end-of-life care. 
This chapter mainly divides into two parts. The first part introduces and 
discusses Cahill's participatory theological bioethics. The second part IS the 
evaluation and the dialogue with Cahill's bioethics in the frameworks of her 
theological approach and methodology of Christian ethics. 
3.2 Cahill's Participatory Theological Bioethics 
In the United States, secular bioethicists and policymakers seem anxious to keep 
explicitly religious views off the table and assume that religion leads in a socially 
conservative direction. 100 Moreover, she argues that theology has disappeared from 
public attention with equally cultural traditions of science, the market and liberal 
individualism. 10 1 Cahill advises the theological bioethics must renew efforts towards 
involvement in social and political processes rather than be content with seeking the 
moral high ground, forming countercultural communities 'apart' from society.102 
Therefore, she develops a proposal for the engagement of theology in public 
bioethics. 
100 Cahill, Theological bioethics, 1. 
101 Lisa Sowle Cahill, "Bioethics, Theology and Social change" Journal of Religious Ethics 31, 3 
(2003): 391. 
102 Cahill, Theological bioethics, 4. 
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Cahill proposes that theological bioethics is a form of participatory discourse, 
offering a vision, a voice and action that can carry into the sphere of democratic 
activism, both locally and globally. She views public sphere as a space in which 
power is exercised and mediated, resulting both in conflict and in shifting 
equilibrium. 103 J ames Gustafson has identified four varieties of moral discourse in 
which theology engages in the public: ethical, policy, prophetic and narrative. 104 In 
addition to the four discourses, Cahill suggests the fifth discourse: participatory. 105 
She elaborates that participatory discourse refers to a mode of theological and ethical 
speech in which its practical roots and outcomes are intentionally acknowledged. She 
finds the challenge for theologians is to use narrative, prophetic and especially 
participatory modes of discourse to put social justice-defined as distributive justice 
and common good-back on the policy table. 106 
Cahill develops her participatory theological bioethics, which is enriched by a 
set of theological and ethical resources in Catholicism. Cahill suggests that 
participatory theological bioethics operates simultaneously in many spheres of 
discourse and activity, from which it is possible to affect the social relationships and 
institutions that govern health care. 
3.2.1 Principle of Analysis 
Cahill affirms the Catholic moral theology that all direct killing of innocent persons 
is not permitted for any individual or contextual reasons.107 Roman Catholic moral 
theologians and official church teaching have traditionally opposed active causation 
of death, even for suffering, terminally ill patients. At the same time, death might not 
103 Cahill, Theological bioethics, 26. 
104 James M. Gustafson, Varieties of Moral Discourse: Prophetic, Narrative, Ethical and Policy 
(Grand Rapids, MI: Calvin College, 1988). 
105 Cahill, Theological bioethics, 35-40. 
106 Ibid, 44. 
107 Lisa Sowle Cahill, "Euthanasia: The Practical and Social Significance of Double Effect," in 
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be opposed absolutely. The death of a terminally ill person or one undergoing 
extremely suffering may certainly be accepted, even to the extent of refusing or 
withdrawing treatments that could prolong life. 
The decisive distinction in Catholic moral theology is between direct means of 
causing death and indirect means. Cahill finds that there is pluralism in theological 
bioethics about the artificial nutrition and hydration in compared with euthanasia or 
doctor-assisted suicide. 108 In short, behind all these analyses of end-of-life care and 
decision making lays the distinction between ordinary and extraordinary means of 
life support and the principle of double effect. 
3.2.1.1 Ordinary and Extraordinary means of life support 
Cahill finds that from at least the seventeenth century onward, the Catholic tradition 
has distinguished between 'ordinary' or mandatory means of life support and 
'extraordinary' or optional means of life support. I09 However, she notes the Vatican 
has taken no detailed position on the issue of artificial nutrition and hydration for 
permanently comatose patients. John Pope 11 in 2004 at an international Vatican 
conference for doctors and ethicists delivered an oral statement that seemed to 
indicate that artificial nutrition and hydration (ANH) for persistent vegetative state 
patients are morally obligatory.110 In other words, in principle, ANH should be 
considered as ordinary. On the other hand, some such as Canadian Catholic Bioethics 
Institute (CCBI) disagree with John Pope II. It agrees that there is no absolute 
obligation to use ANH since it has negative effects and few benefits for some patients 
especially the frail elderly. III 
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Cahill would rather slide the discussion to human dignity than take side in this 
debate. She pinpoints that the question is not whether such patients have rights or 
deserve care but what kind of treatment genuinely respects their dignity. 
3.2.1.2 Principle of double effect 
The principle of double effect holds that acts with both good and bad effects may be 
justified under certain conditions, especially when good outweighs the bad and the 
bad is not directly intended or caused. 112 The principle applies four criteria to an act 
with a good and an evil effect. To be morally justified, the act itself must not be 
'intrinsically evil'; the evil effect must be tolerated rather than directly intended; the 
good result must not be a direct effect of the evil one; and the good must be equal to 
or greater than the evil, that is 'proportionate' to it. 113 In other words, it permits the 
refusal or withdrawal life sustaining treatments if the means could possibly prolong 
life but do not offer a reasonable hope of benefit to the patient or involve excessive 
'expense, pain or to the hardship to oneself or others.' 114 And, it also permits using 
necessary dosages of drugs to relieve pain at end-of-life care even if so doing will 
shorten life. Cahill agrees that the double effect is a tool to guide decision making 
through confliction situations in which every alternative seems to have a cost and no 
solution is problem-free. 
The method of those thinkers who challenge the notion of double effect is often 
referred to as 'Proportionalism'. The critics of double effect tend to place more 
importance on the total balance of good effects over harmful ones, and to argue that a 
proper intention was implied by the fact that the criterion of proportionality was 
satisfied in the outcome of the act. 115 To her, the principle of double effect only 
112 Cahill, Theological bioethics, 112. 
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makes sense as a practical generalization about relational factors that impinge in 
complex ways on any particular occasion of choice. 
Cahill emphasizes the importance of human experience to the foundations of 
morality. She says 'experience erodes the lines seemingly drawn by double effect.,} 16 
In her book Theological Bioethics, She cites the examples which are the experiences 
of a doctor and a theologian, to illustrate her notion. The concrete experiences raise 
the possibility that killing can express an intention of respect for God and care for the 
patient. She agrees with a doctor, Timothy Quill that in light of modern psychology, 
one should admit that' human intention is multilayered, ambiguous, subject and often 
contradiction.' 117 Therefore, the intentions of the acts like 'providing terminal 
sedation' or withdrawing life support systems are not always clear. 
Cahill agrees that shortcoming of proportionalism is neglecting the moral object. 
On the other hand, she reviews proportionalsim and concludes its contributions in 
three aspects. 118 Firstly, proportionalist brings the open discussion and hence 
facilitates both moral education and the decision-making of individual. Secondly, the 
proportionalist approach works with a much more contextual understanding of 
agency. They attempt to grasp the significance of context, including consequences, as 
integral, not subsequent to, the essential moral status of an act. 119 Thirdly, some 
traditional absolutes do not account satisfying for our moral experience. This gap 
between theory and reality prompts the moral theologian to ponder why it exists and 
to analyze traditional principles in an effort to discover whether they can be 
interpreted in some way which enhances their adequacy. The advocates of the 
116 Ibid,114. 
117 Ibid,115. 
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porportionalism, such as feminist and liberation theologians, realized that ethics of 
acts and agency must be integrated with political, institutional and social ethics. 12o In 
Cahill's points of view, double effect thinking and proportionalism have a common 
shortcoming, which has evolved as short-hand, experience-based safeguards against 
biased thinking and action, and turn these prudential maxims into logically necessary 
and practically absolute characteristics of individual moral behavior. 121 
In Bioethics and the Common Good, Cahill critically examines lames Gustafson 
and Richard McCormick's works in bioethics. Cahill recognizes Gustafson's main 
contribution of theology to medical ethics is to remind decision makers of the 
inescapable fact of 'ambiguity in moral choice.' 122 McCormick also draw the 
attention on the 'ambiguity' that so often attends the application of traditional moral 
principles and rules to concrete situations and choices. 123 McCormick and the other 
proportioanlists argue that the category of 'intrinsically evil acts,' by which some 
actions were totally precluded from any possible justification, even by double effect 
was incoherent. Cahill signifies McCormick's analysis that it more often in real life 
constitutes an incomplete and distorted good, in which we must apply a hermeneutic 
of structural sin. He upholds the institutional structures are just as important as 
individual moral character in helping us do well. Cahill comments that McCormick's 
'proportionalism' as involving crucial questions of relating the good of the patient to 
broader social goodS. 124 
In the era of globalization, Cahill suggests that the concerns of bioethics cannot 
be studied and resolved on the basis of the principles or rules to consideration of the 
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acts alone. It is still not adequate to explore the contexts of particular agents. 
Building on McCormick's analysis, Cahill believes the 'proportionate reason' of the 
new bioethics must be the universal common goOd. 125 In other words, Cahill reviews 
the Catholic tradition and renews the approach to bioethics that focuses on social 
dynamic and practices rather than individual decisions. Cahill concludes that 
principles (like double effect) may be presented as if they are the first-order base of 
moral reasoning, self-evident a priori to the moral subject; but principles are in fact 
themselves derived from and reflective of ongoing, historical and cultural process of 
negotiation among conflicting goods, relationships and obligations. 126 
3.2.2 The common good and bioethics 
Cahill starts a project to bridge the classic Catholic discussion of the concept of the 
common good to its contemporary significance for bioethics. She notes that 
globalization is bringing Catholic bioethics ever more firmly under the aegis of 
Catholic social teaching and the common good, without, however, losing its 
characteristic emphasis on the dignity and inviolability of the individual person. 127 
This means that, Cahill's project can be considered as the expansion of the concept 
of the common good to fit with the morality of globalization. 
Historically, the notion of common good did not really begin its migration to 
Catholic medical ethics until well after the middle of the twentieth century. Cahill 
finds that the topic areas of most concern in bioethics, reproductive decisions and 
end-of-life care, are discussed without reference to social contexts such as gender 
equality or access to life-prolonging resources. 128 On the other hand, she shows the 
Catholic moral theology is changing in its perspectives, methods and characteristic 
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emphases in response to the challenges and opportunities of globalization. 
Having traced the Church ' s official documents, Cahill observes the Catholic 
moral theology is revised to illuminate the social or public responsibility. In 
reviewing the 1975 edition of Ethical and Religious Directives for Catholic Health 
Facilities, She finds that the dignity of the person is invoked to preclude any 
violations of Catholic teaching about the morality of individual acts. 129 However, 
she also points out the dignity of the person is not linked to the morality of 
institutions that distribute health care unequally, thus predetermining the options that 
are open to individual choice. Cahill further elaborate that the 2001 edition of the 
Directives affirms the commitment of Catholic health care both to human dignity and 
to the common good with adding a substantial introductory section on 'the social 
responsibility of Catholic health care services.' 130 She notes Pope John Paul 11 has 
taken the critical vision of the link between human dignity and access to health care 
via just institutions to the level of the universal common good in 2003. 131 
In Cahill ' s word, Catholic social teaching is centered on the concepts of, first, 
the dignity of the person and, second, the common good. Cahill suggests that the 
good of individuals cannot be considered only in terms of physiological survival and 
human relationships.132 She believes that relationality is a basic dimension of being 
human, of which response is the moral heart and responsibility is the moral call. 133 
The ideal of responsibility also gives Christian theological bioethics a language of 
discourse that is grounded in experience and can be shared with other faith traditions, 
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other cultures and philosophical ethics. 134 Defining justice and responsibility as the 
meanings of relationality is the common good. 135 
Cahill suggests that social justice is an integrative concept, bringing together 
and indicating the interdependence of all the just relations and institutions which 
make up the common good. 136 The concept of the common good has been 
designated as the universal common good and it has grounded a universalizing and 
ameliorative view of human relationships and social structures. 137 She upholds that 
the common good is being redefined and implemented along a spectrum of networks 
for social change under the guidance of moral values like dignity, equality and 
solidarity.138 In these networks, Catholics are cooperating with other religious and 
cultural traditions to seek the common good locally and globally.139 In the 
globalization era, the common good demands a 'preferential option for the poor ' and 
structural justice that ensures access for all in the health care. 140 However, what is 
the content of the common good? And, how do the religious communities contribute 
to the common good? 
Cahill clearly explains that any approach to defining the content of the common 
good that will be persuasive and useful today must be inductive and dialogical. In 
particular, Cahill introduces the David Hollenback's interpretation of the common 
good tradition in the globalization era. The age of globalization in Cahill words is 
characterized by new communications technologies that compress time and space 
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136 Cahill, "Bioethics, Theology and Social change", 383. 
137 Lisa Sowle Cahill, "Globalization and the common good" in Globalization and Catholic social 
thought: present crisis, future hope, ed John A. Coleman and William F. Ryan (Maryknoll , N.Y.: 
Orbis Books, 2005), 42. 
138 Ibid,45. 
139 Ibid. 
140 Cahill, "Bioethics, Relationships and Participation in the Common Good," 215. 
36 
and by the integration of the world economy under global capitalism. 141 Hollenback 
argues that tolerance on its own is simply not adequate to resolve all of the dilemmas 
of modern demonstrate societies. 142 Therefore, Hollenback suggests that one of the 
key factors for the revitalization of the common good in religiously and culturally 
diverse world is intellectual solidarity. 143 
How can the common good implement to the society? Cahill describes that 
Hollenback captured the principle of subsidiarity as reflecting the limits of 
government and as implying that 'civil society' is 'the soil in which the seeds of 
human sociality grow.' 144 Hollenback further elaborates that intellectual solidarity is 
an important dimension of the common good in a diverse world, in which is a 
procedural way of conducting public affairs in order to better understandings of how 
we should live together. However, in a civil society, the interpretation of common 
good is diverse. Cahill argues that justice is an objective criterion of moral 
relationships that sees persons, groups and communities as interdependent and as 
having an equal right to share in the material and social conditions of human 
well-being. 145 
Accordingly, Cahill suggests theological bioethics should focus on social 
conditions and health care that promotes an environment where the very ill and dying 
can live out their remaining days with appropriate medical attention, without pain 
with dignity and companionship, and without excessive financial burdens on 
themselves or families. 146 Furthermore, she highlights the work in theological 
bioethics endorses and promotes health care reform guided by the priority of the 
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preferential option for the poor, within an ethics of common goOd. 147 However, does 
Cahill only outline a utopian? 
3.2.3 Theological bioethics and Social Transformation 
Cahill explains specifically that participatory bioethics is possible and necessary in 
practice. A new synthesis of Christian bioethics is needed that takes into account the 
contextuality and historicity of moral knowledge, the reality and changing 
manifestations of social sin, and the new social infrastructure and superstructures 
entailed by the globalization of communications, travel, finance and science. 148 
Hence, she proposes new directions for theological analysis of bioethics and social 
change. 
Parallel concepts or precedents to 'participatory theological bioethics': joining 
forces with other moral traditions and organizations can be found in the Protestant 
language of 'middle axioms' and the Catholic language of 'subsidiarity' and 
'contributive justice' .149 Firstly, Cahill explains why theology can rarely if ever 
provide master theories for bioethics policy or definitive resolutions of dilemmas and 
value conflicts by the concepts of casuistry and virtue. In Cahill's words, casuistry 
refers to a tradition of moral argument, which denotes a process of logical deduction 
from abstract principles to concrete cases. To connect virtue of moral argumentation 
is a way of recognizing that analyses of cases are guided by practical reason, 
habituated in individuals toward wisdom and by concrete moral struggle, within a 
community of discernment that shapes perception and judgment according to shared 
I d . 150 va ues an commItments. 
Secondly, Cahill illustrates that the principle of subsidiarity centers on the 
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common good of society at political flexibility within a normative framework. The 
principle of subsidiarity was generated within papal social encyclicals, is a means of 
responding ad hoc to a variety of challenges of international political life; it evaluates 
particular political arrangements and their adequacy for diverse social contexts. I5I 
The Protestant concept of middle axioms is 'definitions of the type of behaviour 
required of Christians ' in their peculiar settings and are produced not by logical 
deduction but by interactive efforts to embody Christian values amid the perplexities 
of life. I52 In contemporary bioethics, Cahill believes that middle axioms can provide 
a theoretical niche to the multiple ways in which religious individuals and groups 
interact with the changing practices and institutions of medicine and health care, 
seeking opportunistically to make Christian social values more effective. 
Finally, Cahill states the contributory dimension of justice is essential to 
theological bioethics, indicating both the need for a preferential option for the poor 
and the interdependence of the good of all participants on which the well-being of 
the whole depends. 153 In the globalization era, the contemporary requirement of 
contributive justice integrates the older principle of subsidiarity with the newer 
emphases on solidarity and participation, by calling attention to the fact that all the 
associations of civil society are in constant interaction. At the global level, 
participatory bioethics should engage practically and productively with other faith 
traditions such as Jewish and Muslim for identifying common concerns and aims and 
formulating cooperative forms of participation in order to change social conditions 
for better in matters of health and elsewhere. 154 She illustrates with two examples of 
participatory theological bioethics with social presence and effect are the hospice 





movement, efforts of the Catholic Health Association (CHA) and international 
networks of care for those dying of AIDS.155 Cahill appreciates CHA's contributions 
in basic health care series, long term care, health care reform and support for ageing. 
On the other hand, CHA is research-based activist organization that holds annual 
assembly and actively participates in education as well as service publications. 
Furthermore, CHA collaborates with other communities to serve the dying, along 
with outreach to the patients ' total network of support. 
3.2.4 Summary 
Cahill calls for a new synthesis of theological bioethics and proposes a new direction 
for contemporary bioethics. In Theological Bioethics: Participation, Justice and 
Change, Cahill discusses the main controversial areas in bioethics such as decline 
and dying, abortion, reproduction and early life, human genetics and genetically 
modified organism, in light of a framework provided by the Roman Catholic 
tradition. Human beings are made in the image of triune God is to be in 
relationships.156 From the anthropological perspective, Cahill redefines the concept 
of common good and implements along a spectrum of networks for social changes 
under the guidance of Catholic moral values like dignity and solidarity. Rooted in 
these theological and ethical resources, Cahill develops her model of participatory 
discourse in bioethics. 
Participatory theological bioethics is solidarity active and empowering response 
to social sin that conveys the reality and promise of change and that overcomes 
alienation. 157 Cahill argues that theological bioethics is not only that practice 
stimulates theoretical reflection and shapes its direction and content but also that 
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engages with practices, approaches practices critically and constructively and is 
validated in its context and truth by the sort of practices it inspires. 158 Therefore, she 
suggests theological bioethics does operate in tandem with institutional practices that 
are challenging these structures and serving catalysts for change. 159 
3.3 Evaluation and Dialogue with Cahill's Participatory Theological Bioethics 
In this part, the evaluation of Cahill's participatory theological bioethics generally 
follows the frameworks of her theological approach and methodology of Christian 
ethics that have been examined in Chapter two. 
3.3.1 Catholicism 
Cahill follows her route to approach Christian ethics that continues a Roman 
Catholic natural law argument for bioethics. She participates in bioethics from 
Catholicism that appeal to experience and reason, expressed in the language of 
natural law. Sansom also notes that Cahill used natural law reasoning to address 
bioethical issues. 160 While natural law is founded at its origin by creation, it is 
completed at its summit by an orientation to God as the highest good in which all 
natural goods are fulfilled and transformed. 161 As Creator God ingrains in the 
purposes of human life ways to bring fulfillment to human living both individually 
and collectively. 162 And, hence justice connects human moral behavior to creation's 
fulfillment and to God's creative purpose. Based on the notion of natural law, Cahill 
propose that Christian theological bioethics should make justice in access to health 
care resources its first priority. 163 
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Cahill engages in the natural law tradition with a feminist reassessment. She 
finds the touch-point of natural law theory and feminist ethics is the urgency of 
understanding dialectically and practically what it means to respect our common 
humanity.164 The natural law is always criticized for overestimating the power of 
'fallen' human reason and for calling into question the sufficiency of the Word of 
God. 165 In responding this criticism, Cahill articulates the human experience that 
human beings suffer because of sin and hence corrupt the image of God. However, 
she believes that to connect the redemptive theme of 'friendship with God' with 
creation restores the 'image of God' in humans. In other words, Cahill recognizes 
that the common good can be discerned through active participation in dialogue with 
others such as different faith traditions in the civil society. 
Methodologically, Kevin P Quinn articulates four themes as the method in 
Catholic bioethics: common good, human dignity, option for the poor and 
stewardship. 166 Cahill's participatory theological bioethics follows these 
methodological themes. In particular, Pope Stephen J. categorizes Cahill as natural 
law revisionist that conceives of human flourishing much more strongly in affective, 
imaginative, narrative and interpersonal terms that in dominantly natural terms. 167 
3.3.2 Feminism 
Cahill declares her feminist approach to bioethics that feminism has had an indirect 
but important role in reinforcing themes of sociality, relationship, compassion and 
affirmative action on behalf of power's victims. 168 In Theological Bioethics: 
Participation, Justice and Change, Cahill offers a brief history of feminist bioethics 
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from 1960s up to twenty first century.169 Cahill notes that many of the issues of 
'medical ethics ' in the early days overlapped with sexual ethics. Particularly, she 
articulates two main directions of feminist bioethics. The first is the testimony of 
Latina and African American women that was focused on issues of socioeconomic 
and racial-ethnic and gender oppression in order to confront the challenges of 
globalization. The second is the interdependent relationships of humanity. She 
follows these two themes to construct her participatory theological bioethics from the 
feminist perspective. 
In short, Cahill presupposes the indirect role of feminism in construction of 
participatory theological bioethics, leading to restrict her feminist contributions in 
bioethics. Elizabeth Margaret Bounds argues that CahiII 's feminist perspective 
contribution is to enhance the position of women in Catholicism through dialogue 
with both mainstream and feminist Catholic theologies rather than directly stress her 
feminist perspective in particular issue. 170 Although CahiII 's endeavor to enhance 
the women 's position is in no doubt, I share different view from Bounds. Cahill 
criticizes the Catholic teaching has been taken for granted that biological sex entails 
specific gender roles that go beyond reproduction and child care to include 
significant differentiation in most domestic and social roles. 171 Unfortunately, it 
seems that Cahill is trapped into her own tradition. 
CahiII highlights her feminist engagement only In particular contemporary 
bioethical issues which are related to the biological difference between men and 
women such as abortion, reproductive technologies, and human genome project. For 
sexual ethics, Cahill' s general theological approach derived from her feminist 
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concerns and the emphasis she places on both relational and social aspects of the 
person. 172 However, for end-of-life care and health care reform, which are not 
directly related to the biological sex issues, Cahill emphasizes upon relational and 
social aspects of the person but neglects the feminist concern of women ' s experience 
or dilemmas. Cahill says that 'Gender and Christian ethics' indicates Christian views 
of the characteristic and roles of women and men as they relate to personal and social 
behavior as well as to the institutions of society where personal and social meet. 173 
Nevertheless, Susan Parsons believes that the fruitful part of feminism is the 
engagement in most serious theological reflection upon women ' s lives and 
experience. Although Cahill in her early writing says, 'Medical practice can become 
oppressive to women to the extent that it incorporates patriarchal gender models in 
its approach to women's health ' , 174 the distinctive feminist perspectives seems to be 
neglected in her participatory theological bioethics. 
3.3.3 Common Good 
Cahill embraces that the gist of the theological contribution is an understanding of 
the common good that stresses personal and spiritual values; the social 
interdependence and contributions of all persons; solidarity in seeking the material, 
social and spiritual well-being of all; and a 'preferential option ' for vulnerable and 
marginal members of communities and societies. 175 Through the lens of the common 
good, Cahill has moved the focus from individual decision making to a social 
analysis and social participation in the end-of-life care issue. Daniel Callahan 
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pinpoints that culture shapes individual choices by creating the context and limits of 
those choices. 176 In other word, Cahill's participatory theological bioethics 
approaches to frame the bioethical issues with comprehensive analytical skills from 
culture and context. 
Although Cahill does not claim herself as a communitarianist, her participatory 
theological bioethics has particular attention on the communitarian approach. Firstly, 
communitarianism focuses on the common good and is concerned with the 
relationship between the good person or good citizen and the good of the community 
or society.177 Secondly, communitarianism is both a critique of the dominant 
Western ideology of liberal individualism and an orientation to ethical problem 
solving. Callahan construes communitariansm as meant to characterize a way of 
thinking about ethical problems rather than a formula or a set of rigid criteria. 178 
Callahan also agrees that Cahill brings a communitarian perspective to her notion of 
bioethics. In other words, Cahill ' s participatory theological ethics is not to provide 
any formula or principle. Rather, Cahill stresses an orientation toward bioethical 
questions that relies on the re-establishment of the common good. 
The concept of 'common good' does not indicate that everything that concerns 
the good for each society and community throughout the world is already determined 
in advance and once for all. 179 Therefore, it seeks ways to achieve consensus on 
moral problems. However, a society or community has achieved a consensus is not 
always a simple task. It is impossible to get a consensus in particular bioethical issue 
such as withdrawal of artificial nutrition and hydration. On the other hand, is it 
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necessary to get a consensus? 
Cahill calls for the social participation and political action to aim at improving 
the conditions of social life on which the common good depends. Nevertheless, 
Cahill does not mention that how the participatory theological bioethics participates 
in the public sphere. Moreover, she has far more subtle prescriptions for facilitating 
the kind of public deliberation that she seeks. ISO Callahan questions Cahill how far 
can the idea of participation be pUSh. ISI Lysaught Therese shares similar view with 
Callahan that it is not clear how Cahill proposes to accomplish the engagement and 
mobilization. ls2 
3.4 Conclusion 
Participatory theological bioethics frames the bioethical issues with comprehensive 
analytical skills. It provides a moral framework which roots in Catholic social 
teaching, with the commitments to the dignity of persons, common good and 
subsidiarity, offers the helpful resource for theorizing and advocating a normative, 
activist and transformationist Christian bioethical stance. 183 Cahill attempts to 
illustrate that theological bioethics is not only the theory but also the active 
engagement. She has successfully articulated and analyzed the bioethics agenda. 
Cahill's participatory theological bioethics follows the method in Catholic 
bioethics with revision from human flourishing. On the other hand, the distinctive 
feminist perspectives are less emphasized. Moreover, how to carry out her proposal 
in practices and how far the idea of participation can be push should be also 
extensively discussed. 
ISO Kuczewski, "Communitarianism and Bioethics" , 477. 
181 Daniel Callahan, "Book Review of Theological bioethics: participation, justice, and change" 
Theological Studies, 68, 2 (2007): 465. 
182 M Therese Lysaught, "A call to activism" Commonwea/, 134, 2 (2007): 33. 
183 Cahill, Theological bioethics, 4. 
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Chapter 4 End-of-Life Care in Hong Kong 
4.1 Introduction 
Talking about death and its related issues is taboo in the Chinese culture. 
Nevertheless, this culture is changing quietly. From the end of the twentieth century, 
increasing attention has been drawn to the end-of-life care issues by both the 
public184 and the academics 185 in Hong Kong. Different disciplines such as health 
care professions, social policy scholars and philosophers attempt to contribute to the 
end-of-life care. 186 
This chapter divides into two parts. The first part is to sketch the overview of 
end-of-life care in Hong Kong. In particular, the roles of the religious communities 
and theological bioethics are being articulated and examined in the second part. In 
this chapter, a critical discussion and analysis about the end-of-life care issues in 
Hong Kong will also be focused upon. 
184 The Government of HKSAR, "Article 43: People with Disability" in The 2005 Chief Executive~' 
Policy Address: Working Together for Economic Development and Social Harmony (Hong Kong: 
The Government ofHKSAR, 2005), 18. 
185 Hui E, Ho S.C., Tsang J, Lee S.H. & Woo J., "Attitudes toward life-sustaining treatment of older 
person in Hong Kong," Journal of American Geriatric Society 45, no 10 (1997):1232-1236 and 
Leung M.C., "Final Life Choices: Who decides?," Journal of the Hong Kong Geriatrics Society 
10, 2 (2000): 78-83. 
186 Lo Ping Cheung, "Confucian Values of Life and Death & Euthanasia," Chinese and International 
Philosophy of Medicine (Feb 1998): 35-73 , "Medical and Philosophical Issues in Determining 
Death," Chinese & International Philosophy of Medicine 11: 3 (Aug 1999): 1-28, Tao Lai Po Wah 
Julia & Kwok TCY ed., Cross-cultural perspectives on the (im) possibility of global bioethics 
(Dordrecht; Boston: Kluwer Academic Pub., 2002), Qiu Ren Zong, ed., Bioethics: Asian 
perspectives : a quest for moral diversity (Dordrecht ; Boston : Kluwer Academic Publishers, 
2004), Law Kit Cho ed. , Chaplaincy Service & Holistic Healing: An Anthology (HK: Association 
of HK Hospital Christian Chaplaincy Ministry Ltd, 2005) (in Chinese), ed Leung Mei yee & 
Cheung Chan Fai, Grazing into death: Multi-disciplinary perspective (HK: The Chinese 
University Press, 2005) (in Chinese) , ed.Chan Lai Wan Cecilia & Chow Yin Man Amy, Death, 
dying and bereavement: a Hong Kong Chinese experience (HK: Hong Kong University Press, 
2006). 
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4.2 End-of-Iife care in Hong Kong 
4.2.1 Decline and dying in Hong Kong 
The population in Hong Kong is aging, and more people now live with the effects of 
serious chronic illnesses towards the end-of-life. The public health care system is 
well developed to take care of majority of acute or serious illness patients in Hong 
Kong. 187The biggest killers are cancer, heart and cerebrovascular diseases. 188 And, 
the majority of deaths take place in hospitals. The high-tech end-of-life care seems to 
be the routine for those who have access to such care. 189 Advances in medical 
technology not only have greatly increased the possibilities to treat the seriously-ill 
and to prolong life but also can lead to a rise in medical costS.1 90 On the other hand, 
the most common concern expressed by the terminally ill patients and their families 
is the fear of pain and more worried about suffering. 191 In fact, life-sustaining 
treatments have the potential to postpone one's death but not necessarily enhance the 
quality of life. As medical technology advances and the list of life-sustaining 
treatment rolls on, it is ever more important to strike a balance between the humane 
care and active intervention at the end-of-life. In other word, the advanced medical 
technologies bring new hopes of cure but the distresses of patients with incurable 
disease seem not to be alleviated. 
The palliative care has developed from the improvement notion of improving 
end-of-life care. World Health Organization (WHO) recommends euthanasia is not 
187 Lau KS & Chow WC, "Stay awhile? Discharge planning in palliative care" Hong Kong Society of 
Palliative Medicine Newsletter Issue 1 & 2 (Apr 2007):32. 
188 Hong Kong yearbook 2007 (Hong Kong: Information Services Dept), 172. 
189 Hui E, Ho SC, Tsang J, Lee SH & Woo J, "Attitudes toward life-sustaining treatment of older 
person in Hong Kong", 1232-1236. 
190 Hong Kong (China) Food and Health Bureau, Healthcare reform consultation document: Your 
Health Your Life, (Hong Kong: Food and Health Bureau, 2008), 4. 
191 Sham MK, Wee BL, "The first year of an independent hospice in Hong Kong" Ann Acad Med 
Singapore, 23 (1994): 282-286. 
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the option when basic palliative care has not even been implemented. 192 Palliative 
care is defined by WHO as 'the active total care of patients whose disease is not 
responsive to curative treatment. Control of pain, of other symptoms and of 
psychological, social and spiritual problems is paramount. The goal of palliative care 
is the highest possible quality of life for the patient and family.' 193 The palliative 
care service has started in Hong Kong since 1982 for the cancer patients, in the form 
of a consultative team in a general hospital. 194 Palliative care service has played a 
role in improving end-of-life cancer care in Hong Kong. 195 Once the patient is 
discharged from an acute or palliative care in-hospital service, the patients ' family 
should consider the long term institutionalized care and accommodation or self take 
care at home. 
The doctors hold the views that the palliative care should rely on all doctors and 
health care professionals. 196 In other words, the other 's contributions such as 
patient's voice, their family, religious communities, and philosophers are always be 
neglected. The living example is Siu-pun Tang who has been a tetraplegia since 1991. 
He published his autobiography, Wo yao an le si (in Chinese) that has aroused public 
interest in the issue of euthanasia, end-of-life care in Hong Kong. 197 Tang has 
triggered the public debate on assisted dying/euthanasia in 2004 after he had written 
an open letter to the Chief Executive of Hong Kong for asking his right to die and 
legalization of euthanasia. 198 In his book, Tang tells his life story, the accident, his 
192 World Health Organization (WHO), 'Cancer pain and palliative care: report of WHO expert 
committee' , technical report series 804 (Geneva: WHO, 1990). 
193 Ibid. 
194 Sham M K & Wee BL, "The first year of an independent hospice in Hong Kong," Ann Acad Med 
Singapore 23 (1994):282-286. 
195 Tse DMW, Chan KS, Lam WM, Lau KS and Lam PT, "The impact of palliative care on cancer 
deaths in Honk Kong: a retrospective study of 494 cancer deaths," Palliative Medicine 21 (2007): 
425-433. 
196 Chan KS, "Two decades of palliative care," 8, No. 6 Hong Kong Med J (2002): 465-466. 
197 Tang Siu Pun, Wo yao an le si(in Chinese) ~ fX~~~9E) (Xianggang : San lian shu dian 
(Xianggang) you xian gong si , 2007). 
198 The Government of HKSAR, "Article 43 : People with Disability" in The 2005 Chief Executive~' 
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inner struggles, his joy, love guilty and his feelings for asking the legislation of 
euthanasia. Furthermore, he accuses the lament poor long term dependent care 
service in Hong Kong as he has stayed in hospitals for years. At the same time, he 
also criticizes about the health care system and working attitudes of the health care 
workers. Although Tang's experience is a particular and subjective, it reflects the 
patients and their relatives ' dilemma and difficulties. 
In short, the end-of-life care service in Hong Kong is imbalance which was 
expressed in well developed in acute care but poor developed in the long term care. 
The service available for the dying persons and their family members is limited. It is 
recognized that the long term institutional care and the palliative care are insufficient. 
Furthermore, the provision of coordinated health care and the social programs are 
also being neglected. 
4.2.2 Ethical judgments by the health care professions 
The health care professions in Hong Kong make the clinical end-of-life decisions, 
mainly based on the clinical guidelines. In most of the western countries, advance 
care planning is used to justify many decisions making at the end-of-life and is 
ethically supported by respect for its autonomy and is legally recognized. 199 In 2000, 
the Professional Code and Conduct provides guidelines on care for the terminally 
il1.2oO Euthanasia is illegal in Hong Kong?Ol However, withholding or withdrawing 
Policy Address: Working Together for Economic Development and Social Harmony (Hong Kong: 
The Government ofHKSAR, 2005), 18. 
199 AD Sullivan, K Hedberg, DW Fleming, "Legalised physician-assisted suicide in Oregon: the 
second year" The New England Journal of Medicine 342 (2000):598-604 and Peter A. Singer, 
Neil MacDonald and lames A Tulsky, "Quality end-of-life care", in The Cambridge textbook of 
bioethics, ed. Peter A. Singer and A.M. Viens (Cambridge: Cambridge University Press, 2008), 
53-57. 
200 The Professional Code and Conduct, 35-36. 
201 HA guidelines on life-sustaining treatment in the terminally ill,3 and The Prof essional Code and 
Conduct, 35-36. 
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of life-sustaining treatment IS ethical and legally acceptable when treatment IS 
futile.202 
The Hospital Authority issued three sets of guidelines related to end-of-life care 
treatments. The first one is the "Guidelines on Consent to or Refusal of Treatment 
and/or Blood Transfusion by Patients" which issued in 1995. 203 This guidelines 
state that, other than in emergency situations, a doctor cannot treat a patient or give a 
blood transfusion to him against his wishes. Even if the patient would die without 
treatment or a blood transfusion, treatment or a blood transfusion should nevertheless 
not be given in the face of the patient's refusal. Moreover, 'Guidelines on In-Hospital 
Resuscitation Decisions' ("the resuscitation guidelines") has issued by the Hospital 
Authority Head Office in July, 1998.204 It is essentially a set of clinical guidelines to 
enable doctors to arrive at a professionally and ethically sound resuscitation decision 
which will safeguard the best interest of the patients and doctors?05 It serves to give 
health care professionals guidance in decisions to administer or withhold 
cardio-pulmonary resuscitation (CPR) based on the patient's medical conditions, the 
overall treatment plan; the likelihood of the patient benefiting from the resuscitation; 
and the patient's expressed wishes. In 2002, HA has published the Guidelines on 
life-sustaining treatment in the terminally ill patients which is the first major 
document focusing on end-of-life issues written in Hong Kong.206 The purpose of 
the Guidelines is set out in the first paragraph of its Executive Summary, as follows: 
202 HA guidelines on life-sustaining treatment in the terminally ill,3. 
203 The Law Reform Commission of Hong Kong, Report on Substitute Decision-Making and 
Advance Directives in Relation to Medical Treatment (Hong Kong: The Law Reform 
Commission of Hong Kong, 2006), 53. 204 Ibid,50. 
205 Ibid. 
206 Hospital Authority Working Group on Clinical Ethics. HA guidelines on life-sustaining treatment 
in the terminally ill (Hong Kong: Hospital Authority, 2002). Download from 
http://www.ha.org.hklhesd/nsapi/?MI val=ha _ visitor _ index&intro=ha%5 fvieWOlo5 ftemp late%26gr 
oup%3dPRS%26Area%3dCEH. (Accessed on July 2, 2009) 
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"{T] his document delineates the ethical principles and communication 
pathways in making decisions on withholding or withdrawing 
life-sustaining treatment emphasizes the importance of a proper 
consensus-building process and recommends approaches to handle 
disagreement. The ethical principles and approaches in this document 
apply also to other seriously ill patients who do not fall into the strict 
definition of the terminally ill. " 207 
Nevertheless, the decisions on withholding or withdrawing life sustaining 
treatments are amongst the most difficult decision in clinical medicine.208 The health 
care practitioners together with patient 's relatives have to face difficult end-of-life 
decisions of whether to withdraw life-sustaining treatments, often without knowing 
the wishes of the patient. 209 The local data on the public attitudes towards the 
life-sustaining treatment are still limited,21O thus the Hong Kong doctors point out 
that the issues of end-of-life care decision should be widely explored.211 
When the doctors face with difficult ethical dilemmas in the clinical situations, 
they are recommended to engage in analyzing and resolving the ethical issues based 
on ethical principles. Ethical principles are fundamental values which provide the 
basis for reasoned analysis of and justification for, making a decision or taking an 
action.212 They serve as guiding principles only but there is no ethical or legal 
207 Ibid. 
208 HA guidelines on life-sustaining treatment in the terminally il, 7. 
209 Chiu F.K.Helen & Li S.W., "Advance directive: A case for Hong Kong" Journal of the Hong 
Kong Geriatrics Society 10, no.2 (2000): 99-100. 
210 JCY Lee, pp Chen, JKS Yeo & HY So, "Hong Kong Chinese teachers ' attitudes towards 
life-sustaining treatment in the dying patients" Hong Kong Medicine Journal 9, no.3 (2003): 
186-191. 
211 WWC Chiu & J Woo, "Attitudes of Chinese Elders Towards Advance Planning on End-Of-Life 
issues: A qualitative study in a nursing home in Hong Kong" Journal of the Hong Kong Geriatrics 
Society 12, no.2 (2004): 18-23. 
212 Hospital Authority Working Group on Clinical Ethics, HA guidelines on life-sustaining treatment 
in the terminally ill (Hong Kong: Hospital Authority, 2002), 
http://www.ha.org.hklvisitor/ha_index. asp?Lang=ENG (Accessed on April 30, 2009). 
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principles can be considered a priori more superior than others. The doctors are 
reminded that they should consider the clinical situation fully and evaluate risks and 
benefits. 
The four classic ethical principles, which are beneficence, non-maleficence, 
respect for autonomy and justice, commonly considered in worldwide clinical 
decision making, are introduced by Tom L. Beauchamp and lames F. Childress in 
1979.213 They provide the proper justificatory framework. 214 No doubt this Principle 
which is fairly specific action guidelines is popular and helpful in clinical settings. 
On the other hand, the Hong Kong doctors also challenge these principles which 
could not help them to clarify the moral issues involved in any particular moral 
problem nor in providing guidance towards a solution?15 In fact, it is not without 
critics such as insufficient to capture the full range of complex issues involved in 
end-of-life care decision making. 216 Furthermore, these principles provide litter 
place for moral emotions and care in moral reasoning which emphasizes the 
understanding of relationships of responsibility?17 
In summary, the health care professions concern mainly the clinical decision of 
the end-of-life care. They search for the clinical guideline and principles for assisting 
them and the patients as well as the relative for making ethical decision in the 
end-of-life care. 
213 Donald C Ainslie, "Principlism" in Encyclopedia of bioethics, 3rd ed, ed Stephen G Post, (New 
York: Macmillan Reference USA: ThomsonlGale, 2004): 2099-2103 and Tom L. Beauchamp & 
James F. Childress, Principles of biomedical ethics, 5th ed (New York, N.Y.: Oxford University 
Press, 2001). 
214 Ainslie, "Principlism," 2100. 
215 Leung M. Ch, "Final Life Choices: Who decides?" 78-83. 
216 Su Hyun Kim, "Confucian Bioethics and Cross-Cultural Considerations in Health Care Decision 
Making", Journal of Nursing Law 10,3, (2005):161-167 and Holm S, "Not just autonomy: the 
principles of American biomedical ethics", Journal of medical ethics, 21 , (1995): 332-338. 
217 Sham M K & Wee BL, "The first year of an independent hospice in Hong Kong," Ann Acad Aled 
Singapore 23 (1994):282-286. 
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4.2.3 Advance directive 
Based on the principle of respect for autonomy, the medical and societal professions 
agree that advance directive provides the patients an alternative to choose death with 
dignity and minimizes the legal conflicts. Under existing common law, a person 
might choose when still competent to issue instructions as to the medical treatment 
he/she wishes or does not wish to receive once he/she has become terminally ill and 
is no longer able to make those decisions for himself/herself.2I8 Therefore, the Law 
Reform Commission released a report on Substitute decision-making and advance 
directives in relation to medical treatment iri 2006.219 This report is concerned with 
how decisions as to medical treatment can be made for patients who are unable to 
make those decisions themselves because they are comatose or in a vegetative 
condition. However, euthanasia is prohibited from his/her advance directive. 
The legislation of advance directives is not recommended as the concept of 
advance directives was still little understood. 220 The Commission has also rejected 
to provide a statutory form but has put forward a model form of advance directive 
which could be used by those wishing to make decisions as to their future health care. 
Nevertheless, advance directives in a model form rather than a statutory one is a 
small step towards a more open environment for such sensitive discussion to the 
public in Hong Kong. 
4.2.4 Patients or family's participation 
Medical paternalism commands much wider acceptance in Hong Kong. There is a 
common saying in Chinese: 'doctors have the heart of parents', indicating that people 
expect doctors to act with compassion as parents do, and accord them a level of 
218 Legislative Council Paper No. CB(2)388/08-09(03), download from http://www.legco.gov.hkl 
english/index.htm (Accessed on April 2, 2009). 
219 Source: The Law Reform Commission of Hong Kong: http://www.hkreform.gov.hk. 
220 Ibid. 
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respect commensurate with elders and parents.22 1 In particular, in the issue of 
end-of-life decision regarding patients who mayor may not be competent, the code 
of practice unambiguously indicates that decisions are the responsibilities of 
doctor?22 The notion of respect for an individual's right to self-determination is a 
weak notion in Chinese culture?23 
In Hong Kong, the family members play a very important role in taking care 
and decision-making for the sick member.224 The traditional Chinese value has been 
challenged or loosened but the influence of the traditional Chinese value is still found 
in the Hong Kong. For instance, filial piety is not totally forgotten in present-day 
Hong Kong. It is still upheld by most Hong Kong people as a value that they should 
treasure and practice in ways that they find suitable and appropriate.225 However, the 
concept of self and the role of the family in decision making may be different from 
h f . . 226 t at 0 western socIetIes. 
It is not uncommon for doctors to have a paternalistic attitude in their dealings 
with patients in Hong Kong as Chinese patients are generally quite modest and 
compliant. 227 Indeed, there is no ambiguity that doctors are the principal 
decision-makers and that life-and-death treatment decisions are to be made by 
221 Edwin Hui,"Chinese Health Care Ethics" in A Cross-cultural Dialogue On Health Care Ethics, ed 
Harold Coward and Pinit Ratanakul (Waterloo, Ont. Wilfrid Laurier University Press, 1999), 132. 222 Tao Lai-Po-wah Julia "Confucian approach to a "shared family decision model" in health care: 
reflections on nloral pluralism" in Global bioethics: the collapse of consensus, ed H. Tristram 
Engelhardt, Jr (Salem, MA: M & M Scrivener Press, 2006), 157. 
223 Hui, (lChinese Health Care Ethics", J 31 . 
224 Chan HM, "Sharing death and dying: advance directives, autonomy and the family" Bioethics 18, 
2 (Apr 2004): 87-103. 
225 Chow, W. S. Nelson, "Practice of Filial Piety among the Chinese in Hong Kong" in Elderly 
Chinese in Pacific Rim countries : social support and integration, ed. Chi Iris, Neena L. Chappell 
and James Lubben (Hong Kong: Hong Kong University Press, 2001),125-136. 
226 Ho SMY, Chow AYM, Chan CLW & Tsui YKY "The assessment of grief among Hong Kong 
Chinese: a preliminary report" Death studies, 26(2002):91-98 and Ho SMY, Ho JWC, Chan CLW, 
Kwan K, Tsui YKY, "Decisional consideration of hereditary colon cancer genetic test results 
among Hong Kong Chinese adults" Cancer Epidemiology, Biomarkers & Prevention, 
12(2003):426-432. 
227 Chan Lai-wan Cecilia & Nancy Rhind ed, Social work intervention in health care: the Hong 
Kong scene (Hong Kong: Hong Kong University Press, 1997). 
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doctors who are required to seek support and acceptance rather than consent from the 
patient and\or her family.228 This has put a heavy burden on doctors. On the other 
hand, when asked, most patients prefer to be both kept informed and participate in 
decision-making.229 However, from the doctor's point of views, the patients or the 
relatives would like to involve in selecting the optimal treatment can be problematic 
unless the patient can be effectively presented with the necessary information to 
make an informed decision in such a way that the costs and benefits are explicit. 
Nevertheless, in case of conflicting decision between the doctors and family, 
especially in the end-of-life care decision, most of the doctors will follow their own 
decisions. For instance, when the family wanted aggressive life-support despite 
doctors' recommendations to limited therapy, more of the doctors would still 
withhold therapy?30 In a nutshell, patients' will or voice is always "silent" in the 
medical health care decision making. 
4.2.5 Chinese culture and Bioethics 
It is well known that talking about the 'Death and dying' issues is taboo in the 
Chinese culture. Some Chinese people believe that taking about death will increase 
the likelihood of occurrence and the evil spirits will be attracted to haunt people?3! 
Another feature of Chinese culture in Hong Kong is the people are more concerned 
about the reaction of others in death-related matters.232 These might be the reasons 
228 Tao Lai-Po-wah lulia, "Confucian approach to a "shared family decision model" in health care: 
reflections on moral pluralism" in Global bioethics: the collapse of consensus, ed H. Tristram 
Engelhardt, lr (Salem, MA: M & M Scrivener Press, 2006): 158. 
229 L Field & Hung I. "A survey of attitudes among the general public to information giving in 
cancer" In Programme and abstract no. 15, 1 (Hong Kong International Cancer Congress, 1995). 230 Yap HY, "Ethical attitudes of intensive care physicians in Hong Kong: questionnaire survey" 
Hong Kong Med J 10 (2004): 244-250. 
231 Chan CLW, "Death awareness and palliative care" in Psychosocial oncology & palliative care in 
Hong Kong: the first decade, ed. F Richard and CLW Chan (Hong Kong: Hong Kong University 
Press, 2000), 213-232 and ST Tang, "Meanings of dying at home for Chinese patients in Taiwan 
with terminal cancer: a literature review" Cancer nursing, 23, no 5 (2000): 367-370. 
232 Ho DYF, "Selfhood and identity in Confucianism, Taoism, Buddhism and Hinduism: Contrasts 
with the West" Journalfor the Theory o/Social Behaviors, 25, no.2 (1995): 1155-138 and RP Fan, 
"Self-determination Vs Family-determination: Two Incommensurable Principles of Autonomy" 
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why the discussion of good death and related Issues In Chinese culture remains 
limited. 233 
On the other hand, Tom Beauchamp notes with surprised that, 'The Hong Kong 
Chinese have virtually the same approach to medicine and the same bioethical 
problems to which we are accustomed in the United States .. ,234 It is due to the 
reason that most professionals working in the field of death, dying and bereavement 
adapt knowledge from the West to their practice with the Chinese population.235 
Some Chinese challenge the bioethics that comes from Western cultures 
dominates in the world and pretends to be universal to all moral communities and all 
cultures.236 Chinese culture is predominantly influenced by Confucianism, Daoism 
and Buddhism, all of which offer important insights into how the Chinese perceive 
death and in turn good death. 237 But most of the bioethicists highly appreciate the 
influence Confucianism on bioethical discourse in Hong Kong.238 
A distinct cultural identity has been fashioned by the dual forces of traditional 
Chinese culture and western economic liberalism, which has significant implications 
for the contemporary bioethical discourse in Hong Kong. 239 However, the 
end-of-life care issues in Hong Kong were mainly sprouted from the Confucian 
Bioethics, 11 (1997):309-322. 
233 Mak MHJ, "Awareness of dying: an experience of Chinese patients with terminal cancer" Omega: 
Journal of death and dying 43 , no.3 (2001):259-279. 
234 Tom Beauchamp, "Bioethics in Japan and Hong Kong" The Kennedy Institute Quarterly (1979): 
49-51. 
235 Chow Amy YM & Chan Cecilia LW, Introduction to Death, dying and bereavement: a Hong Kong 
Chinese experience (Hong Kong: Hong Kong University Press, 2006), 1-11. 
236 Ren-Zong Qiu, "The Tension between Biomedical Technology and Confucian Values" in 
Cross-cultural perspectives on the (im) possibility of global bioethics, ed. Julia Po-wah Tao Lai & 
TCY Kwok (Dordrecht; Boston: Kluwer Academic Pub., 2002), 77-88. 
237 Chan Wallace CH, HS Tse & Chan Timothy HY, "What is Good Death: Bridging the Gap between 
Research and intervention" in Death, dying and bereavement: a Hong Kong Chinese experience, 
ed. Chan Cecilia LW and Chow Amy YM (Hong Kong: Hong Kong University Press, 2006), 
127-135. 
238 Gerhold K. Becker, "Bioethics With Chinese Characteristics: The Development of Bioethics in 
Hong Kong" in Regional perspectives in bioethics, ed John F. Peppin and Mark J. Cherry (Lisse : 
Swets & Zeitlinger Publishers, 2003), 262. 
239 Becker, "Bioethics With Chinese Characteristics", 262. 
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tradition. It is assumed that Confucianism has a moral world view and value-laden 
perspective on life continues to be highly influential. Ruiping Fan assumes that 
Confucian values are still at home in Hong Kong in constructing his Confucian 
ethics.240 Fan upholds that the Confucian bioethics is supposed to stand out 'as a 
significant communitarian bioethics that offers a coherent way of engaging the good 
life' .241 lulia Tao affirms the ethics of care is rooted in the core values of Confucian 
ethics and thus is of paramount importance for any attempt to understand more 
intimately the moral fabrics of Hong Kong society.242 
Nevertheless, the Confucian bioethics is not supported by some of the Hong 
Kong ethicists. liewi Ci claims that Confucianism is vitiated by certain unattractive 
features that cannot be removed without reducing the Confucian relational concept of 
the person to abstract and not very helpful notion of human relatedness.243 10nathan 
Chan shares similar view with Ci. Chan has raised that Hong Kong constitutes a 
pluralist 'public sphere' of diverse moral communities where Protestant and 
Catholics, Muslims, Buddhists and Taoists live alongside Confucians and where the 
overwhelming majority belongs to none of these but 'keeps an open mind' about any 
d· . I If' I .. 244 tra ltiona va ues 0 partlcu ar communItIes. 
On other hand, Wai-ying Wong engages in the bioethics from the philosophical 
perspective. Methodically, she attempts to complement the shortcomings of 
principled ethics and contexualism by the Confucian ethics.245 Moreover, Ho-Man 
240 Ruiping Fan ed, Confucian bioethies (New York: Kluwer Academic Publishers, 2002). 
241 Ruiping Fan, "Introduction: Towards a Confucian Bioethics," in Confucian bioethies, ed. Ruiping 
Fan (New York: Kluwer Academic Publishers, 2002), 2-3. 
242 Tao Julia, "Two perspectives of care: Confucian ren and feminist care" Journal of Chinese 
Philosophy 27,2 (2000), 215-240. 
243 Jiwei Ci, "The Confucian relational concept of the person and its modern predicament," Kennedy 
Institute of Ethics Journal 9, 4 (1999): 325-346. 
244 Chan Jonathan KL, "From Chinese bioethics to human cloning: a methodological reflection," 
Chinese and internal Philosophy of Medicine 1, no. 3 (1998):49-71. 
245 Wong_Wai Ying, "An Examination of the Methodology in Bioethics," (in Chinese) International 
Journal of Chinese & Comparative Philosophy of Medicine 3, no. 4 (2001):5-29. 
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Chan intersects the end-of-life care in Hong Kong from a practically decision making 
perspectives.246 Chan compares three ethical models, that is, medical paternalism, 
individualism and familialism in the end-of-life care decision. He suggests the 
familialism model is suitable for the Chinese communities. Therefore, Gerhold K. 
Becker argues that Hong Kong bioethics resembles 'a melange of disciplines' more 
than 'a coherent body of principles and methods appropriate to the analysis of some 
particular subject matter' ?47 
In summary, the end-of-life care ethical issue is framed in the individual ethical 
decisions, which is shaped by the medical profession. And, the other stakeholders of 
end-of-life care such as the patients, family, policy makers, ethicists and philosophers 
follow the preset framework by the medical profession. 
4.3 Christianity engagement in the end-of-Iife care in Hong Kong 
4.3.1 Christian communities 
The Protestant communities and the Roman Catholic Church are the most active 
religious communities in providing the medical and related services in Hong Kong. 
The historic mission of Christian health care providers has been to the poor and 
underserved more than a century in Hong Kong. Without doubt, the missionaries 
have written an illustrious page in the medical services in Hong Kong. For instance, 
the first hospital in Hong Kong is Alice Ho Miu Ling Nethersole Hospital, founded 
by London Missionary Society in 1887. 
Nowadays, the Protestant community runs seven hospitals and eighteen clinics 
while at least six hospitals, thirteen clinics and twenty rehabilitation service centers 
246 Ch an Ho Mun, "Decision Making for the Terminally Ill: A Comparison of Three Ethical Models," 
(in Chinese) International Journal of Chinese & Comparative Philosophy of Medicine 3, no. 4 
(2001): 45-55. 
247 Becker, "Bioethics With Chinese Characteristics~', 267. 
59 
are run by the Catholic diocese of Hong Kong.248 Despite the hospitals are not under 
the churches administration, the churches still have the "ethical" influence through 
the boards of directors. Furthermore, it cannot be ignored that the Christianity 
traditions also engage in the end-of-life care by providing the chaplaincy spiritual 
care services in 37 private and public hospitals in Hong Kong.249 Although some of 
the patients were atheists, a majority of patients with religious beliefs found that they 
could get support from their faith.2so The religious belief is a kind of spiritual 
support for the patients and relatives. In summary, significant Christianity 
contributions are to provide the medical service in Hong Kong, spiritual supports and 
pastoral care. 
4.3.2 Theology bioethics 
There are two theologians actively engaged in the specific issues in medicine and 
health care from bioethics perspectives. Edwin Hui and Ping Cheung Lo are utilizing 
Confucian and Christian moral resources in response to end-of-life care issues. Lo 
reevaluates the end-of-life and death with dignity from a Confucian perspective.2s1 
Lo argues that the contemporary debate about physician-assisted suicide and 
voluntary euthanasia is ruined by an underlying impoverished vision of human life 
that is absent in both Confucianism and other major world religions. He suggests 
overcoming the superficial argument of death with dignity that has gained some 
currency in the bioethical by a more comprehensive vision of human life, a life that 
248 Hong Kong yearbook 2007, 363. 
249 Lo K.Y. Marcella & Leung C. T. Anthony, "Spiritual Care at the End-of-life: A brief review of the 
literature and cases sharing from a Christian perspective" in Chaplaincy Service & Holistic 
Healing: An Anthology, 89-96. 
250 Tao, Lai Po Wah Julia, "Is Just Caring Possible? Challenge to Bioethics in the New Century" in 
Cross-Cultural Perspectives on the (Im)Possibility of Global Bioethics, 41-58. 
251 Lo Ping Cheung, "Confucian Values of Life and Death & Euthanasia," Chinese and International 
Philosophy of Medicine (Feb 1998): 35-73, "Medical and Philosophical Issues in Determining 
Death," Chinese & International Philosophy of Medicine II: 3 (Aug 1999): 1-28, "Confucian Ethic 
of Death with Dignity and Its Contemporary Relevance," The Annual of the Society of Christian 
Ethics, 19 (Nov 1999): 313-333 , "Between Mount Tai and Swan's Down - Confucian Values on 
Life and Death," Chinese & International Philosophy of Medicine. Ill: 2 (May 2001): 5-50. 
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is neither reduced to its biological dimension nor loses sight of the soul or spirit and 
what Confucianism calls the moral life. Furthermore, Lo attempts to intra-religious 
investigate the relationship between love and altruistic suicide and foster 
interreligious dialogue on the same subject matter?52 
Hui criticizes the western bioethics to define human personhood in terms of 
higher brain functions or some similar psychological criteria. 253 He suggests 
Confucian personhood is a continuous process of 'person-making', which is 
grounded in the relation that exists between the self and the other both of whom 
attain personhood in that matrix. Hui concludes that the relational understanding will 
modify the narrowly psychological and individualistic conceptualization of 
personhood and shed new I ight on issues of treatment of comatose patients and 
euthanasia. 
In short, their theological constructions are to identify the deficiencies of 
western bioethical discourse and to offer remedies through a Confucian bioethics. 
Hui and Lo focus on the Chinese and Christian dialogue in the death related issues. 
However, their theological bioethics perspectives on the issues of end-of-life care are 
expected to contribution. 
4.4 Conclusion 
The medical professions are dominant not only to frame the end-of-life care issues in 
individual moral decision but also shape the health care policy in Hong Kong. 
Bioethicists, theologians and philosophers and the end-of-life care participators 
attempt to contribute toward this bioethical issue but their focus are mainly from the 
252 Lo Ping-cheung. "Agape, Ren, and Altruistic Suicide," Ching Feng: A Journal on Christianity 
and Chinese Religion and Culture. New Series, 2 (Fall 2001): 89-1120. 
253 Edwin C Hui, "Personhood and Bioethics: A Chinese perspective," in Bioethics: Asian 
perspectives: a quest for moral diversiyt, ed Qiu Ren Zong (Dordrecht ; Boston Kluwer 
Academic Publishers, 2004), 30. 
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individual moral decision making. In the medical profession dominating health care 
culture, the Christianity contributions restrict to the spiritual supports and pastoral 
care. 
In conclusion, the urgency need in the end-of-life care issues is being articulated 
that an alternative of ethical resources or an alternative would facilitate us to reframe 
this bioethical issue and contribute towards the end-of-life ethics. Furthermore, 
medical approaches to aging, decline, illness and dying need to be better integrated 
with the personal , social and spiritual relationships that constitute life's highest 
meanIngs . 
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Chapter 5 Participatory Theological Bioethics in Hong Kong 
5.1 Introduction 
As mentioned in Chapter 4, the medical professions monopolistic shape the accounts 
of medicine in Hong Kong. The medical paternalism limits the different genres of 
bioethics in framing the end-of-life issues. Christian engagement of moral issues in 
end-of-life care is nothing new in the United States. However, on the other side of the 
world, Hong Kong, Christianity's contribution in the end-of-life care issue is 
confined in promoting good health and alleviating illness by prayers and meditations 
through the hospital chaplaincy services. 
Cahill's participatory theological bioethics provides a moral framework with 
strong analytic skills, which roots in Catholic social teaching with feminist and 
anthropological perspectives. Although Cahill's proposal has methodological and 
practical shortcomings, it offers the distinct resources for active Christian 
engagement to the end-of-life care in Hong Kong. In this chapter, I attempt to engage 
in the end-of-life care in Hong Kong with special reference to Cahill's participatory 
bioethics. Then, Cahill's participatory theological bioethics will be interpreted from 
the Hong Kong context. 
5.2 The significance and relevance of Participatory Theological Bioethics 
Participatory theological bioethics must make a new commitment to public 
participation. It provides a moral framework with commitments to the common good, 
dignity of persons and subsidiarity. Furthermore, it demands participatory and 
democratic political action aimed at improving the conditions of social life on which 
the common good depends. In this part, it will discuss the engagement of 
participatory theological bioethics in end-of-life care issue in Hong Kong. 
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5.2.1 Both individual and social ethics 
In reviewing the end-of-life ethical discussions in Hong Kong, the socio-political 
backdrop is never included. Participatory theological bioethics prioritizes the 
criterion of justice in public advocacy and through vision, voice and action can make 
good on its hope that new possibilities for the common good will emerge. Cahill 
quotes the word of Reinhold Niebuhr to define injustice as the moral and social 
dimension of sin.254 
All of the end-of-life care practitioners in Hong Kong frame the issue in 
individual ethics. Under the Participatory ~ theological bioethics framework, the 
end-of-life issue is shaped to both individual and social ethics. Then, what are the 
social dimensions of sin in the issue of end-of-life care in Hong Kong? 
5.2.1.1 Who is/are the poor? 
Participatory theological bioethics addresses 'the preferential option of the poor', 
justice and the common good come together with practical realities. Cahill does not 
clearly define the poor but she highlights that active efforts must be made to include 
those who have previously been excluded from participation in the common good 
(the preferential option for the poor).255 Who is/are the poor in the Hong Kong 
context? 
The rapid aging popUlation and the health care system should be viewed together 
with the end-of-life care debate. The population growth in Hong Kong was 
accompanied by the continuous aging of the population over the past decades.256 
The government projects that the elders in 2031 will nearly a quarter of the 
254 Cahill, Theological bioethics, 56. 
255 Ibid, 221. 
256 There are around 871,400 people aged above 65 in 2007, that is, 12.6% of the whole population in 
Hong Kong. The government projects that the elders (aged 65 or above) will significantly increase 
from 11 % in 2001 to 24% in 2031 which is nearly a quarter of the population. The Census and 
Statistics Department of Hong Kong, Hong Kong injigures (Hong Kong: Govt. of the Hong Kong 
S.A.R, 2009), 10 and the website of the Census and Statistics Department of Hong Kong: 
http://www.censtatd.gov.hklhome/index.jsp. (Accessed on July 2, 2009). 
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population. Furthermore, the expectation of life at birth in Hong Kong for male is 79 
years and female is around 85 years, that is the second longest life expectancy in the 
world.257 Increased life expectancy has led some to believe that the prevalence of 
chronic disease and disability will indeed increase, leading to a 'pandemic of mental 
disorders and chronic disease,' particularly in those aged 85 and over.258 Without 
question, the elderly population has much greater health care needs than a person 
aged below 65.259 With an aging population and longer life expectancy, providing 
adequate care for the elderly is becoming an increasingly challenging task. Thus, the 
rapidly aging popUlation has resulted in a greater need for the allocation of public 
resources for the care and support of older people.26o And, hence the end-of-life care 
is a predominating issue in the health care agenda. 
The available studies show that there are close connections between social 
cohesion and wellness and between poverty and health status. 261 Three salient 
features of the Hong Kong population are identified.262 Firstly, over 98 per cent of 
the population in Hong Kong is ethnic Chinese, so the place has been dominated by 
the Chinese. Secondly, the sex ratio is more imbalanced towards the female in the 
upper age brackets; as older women are usually financially more vulnerable than 
older men; their need for economic support is also concomitantly greater. Thirdly, the 
257 United Nations Development Programme (UNDP), "2007/2008 Human Development report" 
http://hdrstats.undp.org/2008/countries/country_fact_sheets/cty _fs_HKG.html and the Census and 
Statistics Department of Hong Kong: http://www.censtatd.gov.hklhome/index.jsp. (Accessed on 
July 2, 2009). 
258 Cassel C.K. , Rudlberg M.A. and Olshansky S.l., "The price of success: health care in an aging 
society," Health Affairs, 11,2 (1992):87-90. 
259 Hong Kong Food and Health Bureau, Healthcare reform consultation document: Your Health 
Your Life, (Hong Kong: Food and Health Bureau, 2008), 3. 
260 Chow, Nelson W.S., "Ageing in Hong Kong" in Ageing in the Asia-Pacific region : issues, 
policies and/ttture trends, ed. David R. Phillips (London; New York : Routledge, 2000),162. 
261 Pratt L.A. et aI., "Depression, psychotropic medication and risk of myocardial infarction," 
Circulation, 94 (1996):3123-29 & Oxmann T.E., Freeman D.H and Manheimer E.D., "Lack of 
social participation or religious strength and comfort as risk factors for death after cardiac surgery 
in the elderly," Psychosomatic Medicine, 57 (1996):5-15. 
262 Chow, Nelson W.S., "Ageing in Hong Kong" in Ageing in the Asia-Pacific region: issues, policies 
and/uture trends, ed. David R. Phillips (London; New York: Routledge, 2000),158. 
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gap between the rich and the poor is wide.263 By estimation, around one fifth of the 
populations are the poor in 2006.264 For the poverty situation in Hong Kong, the 
government starts to show concern regarding the challenges of intergenerational 
poverty and the elderly in poverty?65 
The government warns that the health care system is facing major challenges due 
to the aging population and the need to keep pace with rapid development of medical 
technology.266 The rise in health care expenditure has always been blamed on the 
heavy utilization of medical care and long-term care by older people?67 The elderly 
uses on average six times more in-patient -public health care than a person aged 
below 65.268 Therefore, the high-cost end-of-life care especially in the terminal ill 
stage would be highly recommended to forgo under the financial impact. On the 
other hand, it creates a negative image of the elderly who are the burden of the 
society. 
5.2.1.2 Inequalities in access to end-of-Iife care 
Access to resources is integral to the end-of-life care ethics. The health care system is 
examined in order to show its significance influences on the end-of-life care decision 
making. 
There is a 'dual' system of primary medical care in Hong Kong, in that both the 
public and private sectors are involved in service provision. The primary health care 
263 Hong Kong's Gini coefficient rose from 0.483 in 1996 to 0.5 in 2006, indicates rising income 
disparity between the rich and the poor. The Census and Statistics Department of Hong Kong, 
"Press Release: Census and Statistics Department announces results of household income study" 
http://www.bycensus2006.gov.hk/press/070618/index.htm (Accessed on April 2, 2009). 
264 In 2006, the population is 6,864,346, there are 1,422,76 poor population by roughly estimation. 
Sources: Census and Statistics Department, http://www.censtatd.gov.hk. 
265 The Commission on Poverty, the Government of Hong Kong Special Administration Region, 
"Report of the Commission on Poverty" The Government of HKSAR, 
http://www.cop.gov.hkleng/pdflReportFull(e).pdf. 
266 Hong Kong (China) Food and Health Bureau, Healthcare reform consultation document: Your 
Health Your Life, (Hong Kong: Food and Health Bureau, 2008), i. 
267 EMF Leung, "Addressing the diversifying health care needs of the ageing population", Asian 
Journal o/Gerontology and Geriatrics 1, no 3 (2006): 120. 
268 Hong Kong Food and Health Bureau, Healthcare reform consultation document, 3. 
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services are being dominated by private practitioners.269 Under the government's 
policy of positive non-interventionism, there is no regulation over and wide variation 
between, fees charged by private practitioners, with the 'market' being the only 
restriction.270 The Department of Health is the Government's health adviser and the 
agency to execute health care policies and statutory functions?71 On the other hand, 
the public sector is the dominant provider of the secondary and tertiary health care 
services in Hong Kong.272 There are 12 private hospitals and accounting for around 
10 per cent of Hong Kong's total bed stock.273 The Hospital Authority is a statutory 
body established on December 1, 1990 in Hong Kong, which provides public 
hospitals and related services.274 HA manages 38 public hospitals of total 27555 
beds.275 At an all-inclusive flat rate of HK$ 100 for general acute beds or HK$ 68 
for other beds, a stay in an HA institutions is not expensive by local or international 
standards.276 
The private health care serVIces are determined by the market. Most of the 
people are not willing to pay for the high cost of preventive care in consultation of 
the private doctors. All the private hospitals reply heavily upon outside doctors for 
the admission of patients and the hospitals mainly provide the beds, various patient 
comforts and supporting services?77 In fact, the medical fees in the private sector 
269 Robin Gauld & Derek Gould, the Hong Kong health sector: development and change (Hong 
Kong: The Chinese University Press, 2002), 20. 
270 Ibid, 24. 
271 The Department of Health homepage, http://www.dh.gov.hkl(Accessed on February1, 2009). 
272 Robin Gauld & Derek Gould, the Hong Kong health sector: development and change (Hong 
Kong: The Chinese University Press, 2002), 24 .. 
273 Source: Department of Health, http://www.dh.gov.hkleindex.html . 
274 Hospital Authority, "Annual Reports 2007-8," Hong Kong: Hospital Authority, http:// 
www.ha.org.hklvisitorlha_visitor_index.asp?Content_ID=137513&Dimension=100&Lang=ENG. 
(Accessed on Apri I 2 2009) 
275 Ibid. 
276 Robin Gauld & Derek Gould, the Hong Kong health sector: development and change (Hong 
Kong: The Chinese University Press, 2002), 26. 
277 Ibid, 28. 
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would be determined by the doctors?78 That means, the service target of private 
health care service is the rich. However, sometimes the ethical practice of the private 
doctors is in doubt such as the over-prescription of antibiotics to keep their own 
patients?79 
Although the public has generally accepted the existing healthcare policy, it is 
important to note the healthcare system and policy as well as financing is undergoing 
dramatic change in the near future. In the first decade after 1997, there have been a 
number of consultations on the health care system and financing options but none of 
them has resulted in the major reform of the health system.280 The Government has 
published the most updated Health Reform Consultation Document 'Your Health 
Your Life' on March 13, 2008 and provided first stage three-month consultation 
period to the pUblic?81 Implicitly, the government attempts to shirk its responsibility 
to the health care users by different means. 
From the policy perspective, the best way to cut the treatments expenditures is 
to provide as little treatment as possible to patients.282 The research has shown that 
the policy shapes the doctors practices. For instance, the long waiting time can be 
used as a bargaining tool for more resources in the Hospital Authority.283 Moreover, 
278 Ibid. 
279 Lam T.P. and Lam K.F., What are the non-biomedical reasons which make family doctors 
overprescribe antibiotics for URTI in a mixed private/public Asian setting?, Journal of Clinical 
Pharmacy & Therapeutics, 28, no 3 (2003) 197-201. 
280 Cheng Grace, "Review of the Health System" in The Hong Kong Special Administrative Region 
in its first decade, ed Cheng Joseph Y.S. (Hong Kong : City University of Hong Kong Press, 
2007),776 . 
281 The Government expects to launch the second-stage consultation in the first half of 2009 for 
further discussion and consensus-building by the community. The Information Services 
Department of the Government of the Hong Kong Special Administrative Region, "Press Release 
of First stage of consultation on healthcare reform ends", 
http://www.info.gov.hklgialgeneraIl200806/13/P200806130298.htm. 
282 King, Nancy M. P., Making sense of Advance Directives, rev. ed (Washington, D.C.: Georgetown 
University Press, 1996), 230. 
283 Cheng Grace, Review of the Health System, 811, quoted from Yuen P.P., Health care financing 
reform for Hong Kong: a basket of incremental measures, presented at the International 
Symposium (on) Hong Kong Health System. 
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it is found that the public doctors might over-prescribe antibiotics "in order to save 
time" to explain to patients?84 
In particular the palliative care services, the palliative care doctors accuse of the 
greatest inequality of all is palliative care cannot be delivered to those with the 
greatest need. 285 Most people fail to gain access to appropriate medical and 
palliative care at the end-of-l ife in Hong Kong as the palliative care resource is 
limited.286 Although cancer is the leading cause of death, non-cancer deaths account 
for two third of the mortality in Hong Kong. However, the palliative care services in 
Hong Kong are mainly serving the cancer -patients as the need for the non-cancer 
palliative care is beyond doubt. 287 On the other hand, it is increasingly known that 
non-cancer patients at end-of-life often have worse symptoms and distress than 
cancer patients. 288 The palliative care available for the children or non-Cancer 
terminal illness is limited?89 In Hong Kong health care system, the acute care is not 
well equipped to provide palliative care in the sense of equipments, clinical settings, 
and knowledge. That means, if the patient suffers from terminal illness but not in 
acute phase, the health care provided is limited. 
284 Lam T.P. and Lam K.F., What are the non-biomedical reasons which make family doctors 
overprescribe antibiotics for URTI in a mixed private/public Asian setting?, in: Journal of 
Clinical Pharmacy & Therapeutics, 28, no 3 (2003) 197-201. 
285 Lo S K Raymond, "Palliative Care from Age to Age" Hong Kong Society of Palliative Medicine 
Newsletter Issue 1 (Apr 2008): 10. 
286 There are total 27633 beds at the public hospitals but only 1234 beds for infirmary, 360 for 
Clinical oncology, 198 for Hospice. At the private hospitals, 7 out of 2122 beds are for clinical 
oncology and no infirmary or hospice beds. The Hong Kong Anti-Cancer Society Jockey Club 
Cancer Rehabilitation Centre (JCCRC) which was opened in October 2008 has 110 beds available 
for cancer patients. JCCRC is a self-financing but not-for-profit hospital which provides a wide 
range of services required by cancer patients at different stages of their illness. Source: 
Department of Health, http://www.dh.gov.hk/eindex.html and the Hong Kong Anti-Cancer 
Society: http://www.jccrc.org.hklindex.aspx. 
287 Lo S K Raymond, "Palliative Care from Age to Age" Hong Kong Society of Palliative Medicine 
Newsletter Issue 1 (Apr 2008): 10. 
288 Ibid, 9-12. 
289 Lau KS, Tse MW Doris, Chen WT Tracy, Lam PT, Lam WM & Chan KS, "How non-cancer 
patients die in Hong Kong - A comparative study on cancer and non-cancer deaths, a retrospective 
review" presented at ENABLE International Symposium 2008 &sth Hong Kong Palliative Care 
Symposium and Chan Lai-wan Cecilia, "Death Awareness and Palliative Care", 230. 
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Furthermore, the palliative care for older patients becomes an increasingly 
pressing issue. 29o The future development of the palliative care in Hong Kong 
should be the public health issue. Nevertheless, there are potential difficulties or 
problems of the implementation of the palliative care services. Firstly, the 
death-house image of the palliative care scares off the patients enters this unit.291 
The patients may fear that will never be discharged and will inevitably die there?92 
Secondly, the service gap between the in-hospital palliative care and the residential 
long-term care institutions are seriously huge. 
Once the patient is discharged to acute-or palliative care in-hospital service, the 
long term care and accommodation is the great problem to the patient, family and the 
health care professions. In Hong Kong, many palliative care patients are discharged 
to nursing homes which mainly serve the elderly and the service standard is low in 
average. In over 500 private nursing home in Hong Kong, there are only a few are up 
to standard and these homes charges extremely high fees. 293 It is suggest that liaison 
with nursing home staff needs to be improved so that adequate care could be 
provided to patients residing in those homes.294 The underdevelopment of long-term 
care services is attributed to the expectation that people in need should be cared for 
by their families, as well as the generally low priority that public authorities give to 
the provision of such services?95 In other words, the key problem within the Hong 
290 Lo S K Raymond, "Palliative Care from Age to Age", 10. 
291 Sham, Mau Kwong Michael, "Pain relief and palliative care in Hong Kong," in Pain and 
palliative care in the developing world and marginalized populations : a global challenge, ed 
M.R. Rajagopal, David Mazza, Arthur G. Lipman, (Binghamton, NY : Haworth Medical Press: 
Pharmaceutical Products Press, 2003 )65-73. 
292 Ibid. 
293 Chi, Iris, "Developments in long-term care for frail elderly people in Hong Kong," in Long-term 
care: matching resources and needs, ed. Martin Knapp (Aldershot, Hants, England; Burlington, 
VT: Ashgate, 2004), 159-170. 
294 Hong Kong Hospital Authority, Medical Services Development Committee Paper No. 136, 
http://www.ha.org.hk. 
295 Chow, W. S. Nelson, "The practice of filial piety and its impact on long-term care policies for 
elderly people in Asian Chinese communities," Asian Journal of Gerontology & Geriatrics 1, 
1(2006), 31-25. 
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Kong long-term care system are a high demand for institutional care and the poor 
quality of care in residential care homes?96 
In summary, there are two major areas of inequalities in access to end-of-life 
care in Hong Kong. Firstly, the poor are among the most likely to be unable to afford 
the extra pay of the preventive care and treatments. It is well accepted the private 
services ask for the profit. Unfortunately, in reviewing the health care system, it is 
clear that the system and policy facilitates the private health care services to be 
dominated by the market distributes health care goods, based on the distribution of 
purchasing power. On the other hand, the public health care services cry out for the 
financial sustainability. The public services mainly provide the 'optimal' services. 
For examples, oncological treatments are paid by patients. 297 Furthermore, the 
follow-up interval was 16 weeks in 2006 for the public hospitals oncology specialty, 
which is the excessively long queuing time. In nutshell, the public health care service 
is asking for the way of market-oriented services delivery. Secondly, the palliative 
care and the long term institutionalized care for the patients who require the 
dependent medical supports or cares such as the mechanical ventilator support is 
serious lacking. 
In other word, the terminal illness patients suffer from inequality in access to 
adequate end-of-life care. The limited supply of the end-of-life health care service in 
Hong Kong would facilitate the terminal ill patients especially the poor to end their 
life as soon as possible. 
5.2.1.3 Medical paternalism 
Medical paternalism has long been influence the health care system, policy and 
296 Chu Leung Wing & Chi Iris, "Long-Term Care and Hospital Care for the Elderly" in Hong Kong's 
health system: reflections, perspectives and visions, 243. 
297 Cheng Grace, Review of the Health System, 780 and Healthcare reform consultation document: 
Your Health Your Life, 15. 
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services in Hong Kong. Callahan particular addresses that biomedicine unceasingly 
extends its power to shape our lives and our culture, not deliberately by means of 
some great blueprint but casually, incrementally and unwittingly, just by strewing 
new choices and new possibilities in all directions?98 His prescription is same as that 
in Hong Kong. 
The Hong Kong health system has inherited from its colonial past, in which the 
government policy in the area of health care ahs been dominated by inactivity unless 
the government has been forced to act in the direction of economics 
considerations.299 This can be attributed to public indifference, which has reinforced 
the official philosophy of laissez-faire.30o It has been generally acknowledged that 
the medical profession's role is critical in shaping and constraining health policy in 
Hong Kong. 30 } Although the medical profession's good intentions were never in 
doubt, the maturing social and political development in Hong Kong called for 
d b'l' h . 302 transparency an accounta I Ity to t e community. 
The medical paternalism has monopolized the voices in the health care and its 
related issues. Even as autonomy was being enthroned, its content and context were 
being manipulated by a tacit background culture as powerful as it was invisible.303 
For instance, the advance directive is an alternative to respect the patient's choice 
and autonomy. Nevertheless, the Government has no intention to actively advocate or 
encourage the public to make advance directives as it upholds that the making of an 
advance directive is entirely a personal decision, to respect individuals' freedom of 
298 Daniel Callahan, "Bioethics: Private choice and common good" Hastings Center Report 24, 3 
(1994): 29. 
299 Derek Gould, "A Historical Review: The Colonial Legacy" in Hong Kong's health system, 17-1 8 . 
300 Ibid, 17. 
301 Leung Gabriel M. and John Bacon-Shone eds, Hong Kong's health system. 
302 Cheng Grace, "Review of the Health System", 780. 
303 Callahan, "Bioethics: Private choice and common good," 29. 
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making decisions. 304 The proposed consultation will be in 2009, which will only 
involve the healthcare professionals and the groups or non-government organizations 
providing the healthcare-related services to patients on the contents of information on 
advance directive rather than directly from the public.305 
Although the patients are encouraged to participate In the end-of-life care 
decision making, in fact their voices are being neglected. In addition, the limited 
palliative and long term institutional cares services are also the factors restrict the 
choices of end-of-life care. From the advance directives, it shows that the 
government has long been requested the professions shape the quality of health care 
and health policy.306 
5.2.2 Transcendent meanings of life 
In dealing with the elemental human experiences of birth, life, death and suffering, it 
is a good opportunity to open for larger questions of meaning and even of 
transcendence. The stunning economic success of Hong Kong is reflected in a 
prevailing materialistic attitude, which seems to be a "deep-seated value entrenched 
in the mind of Hong Kong people.307 It is well acknowledged that the mainly focus 
of the Hong Kong society is the economic stability and growth. In the end-of-life 
care issues, it is found that the practice of medicine and the provision of health care 
are scientific and market-oriented. On the other hand, most of the Hong Kong elderly 
express the most important is to be concerns by others in the end of their life.308 
304 Legislative Council Paper No. CB(2)388/08-09(03), download from http://www.legco.gov.hk/yr 
08-09/english/panels/hs/papers/hs 1208cb2-388-3-e.pdf (Accessed on April 2, 2009). 
305 Ibid. 
306 Cheng Grace, "Review of the Health System" in The Hong Kong Special Administrative Region 
in its first decade , ed. Joseph Y.S. Cheng (Hong Kong: City University of Hong Kong Press, 
2007), 812. 
307 Ho K & Leung S, "Postermaterialism revisited" in Indicators of social development: Hong Kong 
1995, ed Lau SW (Hong Kong: Hong Kong Institute of Asia-Pacific Studies, 1997), 335. 
308 Chan Ho Mun, "Decision Making for the Terminally Ill: A Comparison of Three Ethical Models," 
(in Chinese) International Journal of Chinese & Comparative Philosophy of Medicine 3, no. 4 
(2001): 45-55. 
73 
Dying is not simply a bio-medical or physical event but also has psychosocial, 
familial and spiritual implications. The end-of-life care decision provides an opening 
for larger questions of meanings of life and even of transcendence. 
The rapid advancement of biomedical technologies has not only lengthened the 
average life expectancy but also reshaped the way we think about the life cycle. The 
advanced biomedical technologies promote the institutionalization of care for the 
dying people excludes them form their relatives, physical separation together with 
anticipatory grief processes in relatives.309 At the same time, it brings people the 
strong refusal to accept death. As a result of heavy reliance on medical professions 
and technologies, people are excluded from taking a meaning role in end-of-life 
decision both for themselves and their beloved. 
Cahill reminds that the participatory theological bioethics take a clear stand on 
the importance of family and community support, the role of interpersonal and 
spiritual values in defining a worthwhile human life and the wisdom of placing 
technologically supported end-of-life care within a holistic perspective on life and 
death. And, participatory theological bioethics can and does give rise to practical 
initiatives to respect, serve and empower the elderly, the ill and the dying within 
. . f d b I . 310 communItIes 0 support an e ongIng. 
5.3 IntercuItural dialogue of Participatory Theological Bioethics 
Cahill encourages the cross-cultural discernment of the moral knowledge and 
developed dialectically among others. Prov iding a strong social framework that 
natural law provides for bioethics may be its most important contribution to the 
dialogue. There is dissonance between the participatory theological bioethics in 
309 Oliver Leaman, "Social death," in Encyclopedia of death and dying, ed Glennys Howarth and 
Oliver Leaman (London; New York: Routledge, 2001): 419-420. 
310 Cahill, Theological bioethics,42. 
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Hong Kong and in the United States experience. However, the dissonance promotes 
the intercultural dialogue. 
5.3.1 Familial relationship as a starting point 
Cahill's participatory theological bioethics is committed to the dignity of persons, 
common good and subsidiarity. The common good is the defining justice and 
responsibility as the meanings of relationality. The responsible human relationality is 
viewed as a natural capacity of humans and societies. Cahill approaches the 
bioethical issues by beginning with the norms of the relationality and responsibility. 
In Hong Kong, the familial relationship is the good staring point in approaching 
the end-of-life care bioethical issue under the common good framework. Edwin Hui 
articulates the Chinese never sees a person as an isolated individual but is always 
conceived of as a centre of relationships; a person IS always a 
'person-in-relations' .311 He explains that the bulk of the Confucian ethical teaching 
of self-cultivation of an individual person is carried out in a social context and for the 
purpose of fulfilling social responsibility. This concept of social personhood 
challenges the assumption that the patient is the one to be told of the diagnosis and 
prognosis and to make medical decisions. He discerns that the behavior and 
expectation of the sick are closely tied with a strong sense of personal identification 
with and mutual dependence on their own family. 312 He further explains that the 
Chinese concept of holistic and social personhood, regulated by the principles of ren 
and filial piety and organized in a social hierarchy, provides distinctive perspectives 
in the end-of-life care decision making particularly in the case of the elderly.313 
311 Edwin Hui, "Chinese Health Care Ethics" in A Cross-cultural Dialogue On Health Care Ethics, 
ed Harold Coward and Pinit Ratanakul (Waterloo, Ont. Wilfrid Laurier University Press, 1999), 
130. 
312 Ibid, 131. 
313 Edwin C Hui, "Personhood and Bioethics: A Chinese perspective," in Bioethics: Asian 
per~pectives: a quest for moral diversiyt, ed Qiu Ren Zong (Dordrecht ; Boston : Kluwer 
Academic Publishers, 2004), 30. 
75 
lames and Hilda Nelson share similar point of view as they have begun the work of 
developing an ethics of intimate relationships that takes familial relationships as the 
starting point. 314 
Cahill's participatory theological bioethics can be enriched by her family ethics. 
Cahill defines family values as care for others, especially the poor; it appreciates that 
truly Christian families are encourages all families who strive earnestly to meet the 
standard of compassionate action and it encourages both personal commitment to and 
the social structuring of mercy and justice. 315 
5.3.2 Interpretation of 'Participatory' 
Cahill identifies her distinct contribution to propose a different mode of theological 
discourse as participatory. Participatory theological bioethics addresses the 
end-of-life care at the point at which theories of Christian discipleship, the 
'preferential option for the poor,' justice and the common good come together with 
practical realties that challenge the theories, induce the theories to be responsive to 
practices, and offer the chance for visions and theories to make a difference in the 
way the real world is imagined and engaged. 
What is Cahill proposed is the public role and potential practical impact of 
theological bioethics can be understood as part of a global trend toward activism for 
'participatory democracy' .316 The global common good, including participation in 
the good of health care, is an indispensable moral criterion of evaluating policies and 
politics as well as for the personal investments of votes in the United States. CahilI 
strongly believes theological bioethics should participate in democratic social 
processes of dialogue. Moreover, Cahill understands participatory democracy as an 
314 Hilde L.Nelson and James L. Nelson, The patient in the/amity: an ethics o/medicine and/amities 
(New York: Routledge, 1995). 
315 Lisa Sowle Cahill, Family: a Christian social perspective (Minneapolis: Fortress Press, 2000), 
135. 
316 Lisa Sowle Cahill, Theological bioethics, 48. 
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important civil tool for theological engagement in sponsoring activism for practical 
change. Callahan agrees that version of democracy almost certainly leads their 
society to begin with local communities and to move on. On the other hand, Callahan 
questions about Cahill's idea of participation can be pushed. He finds that the 
language and tradition of solidarity and participation as moral principles have little or 
no resonance in the individualistic American culture according to his own active 
engagement experience. 317 However, both Cahill and Callahan overlook the 
difficulties of people in the non democratic societies like Hong Kong. Is it possible 
for the religious communities being part of the body politic, advocating their political 
convictions with the political process in the non democratic societies? If not, how 
can the theological bioethics participate in the public sphere? Does the participatory 
theological bioethics still socially effective in sponsoring activism for practical social 
change in the non democratic societies? 
Participatory democracy seems to be not applicable to Hong Kong theological 
bioethics engagement in the meantime. Cahill holds that the real enemy of Catholic 
bioethics and social ethics is political realism which is the view that world affairs are 
governed primarily by self-interest that the interest of the powerful always result in 
the domination of the weak and that nothing can be done to change this situation on 
any significant scale.318 Under the long history of laissez-faire health care policy in 
Hong Kong, the medical profession is critical shaping and constraining the health 
policy. Furthermore, the medical paternalism frames the bioethical issues such as 
end-of-life care in medical genre. 
Nevertheless, there is still room to strive for the participation through political 
engagement, through Christian health care resources as well as the traditional venues 
317 Daniel Callahan, "Theological bioethics: participation, justice, and change" Theological Studies, 
68, 2 (2007): 465. 
318 Lisa Sowle Cabill, "Realigning Catholic Priorities," America 191, 6 (2004): 13. 
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of scholarship and education. Firstly, one of the ways of 'participatory' is to 
participation through the political engagement. The government invites the public 
consultations on the health care issues such as the advance directives and the 
Healthcare reform though the written documents or seats for open meetings in 
Legislative Council and its Committees such as the panels on health care services 
and social welfare. In fact, some of individual, pressure groups and the religious 
communities such as the Hong Kong Diocesan Committee for Bioethics, the Hong 
Kong Christian Institute have participated in the consultations or open meetings in 
Legislative Council. However, the aims of the participation are to join with others in 
the search of the common good and decentralized the medical paternalism in order to 
voice for the voices that have been in the past neglected or excluded. Furthermore, 
the health care professions have a vote for the members of the Legislative Council in 
Health Services or Medical Functional Constituency. Although it is actually a small 
step toward activism for participatory democracy, the professions are encouraged to 
utilize the right and responsibility for the society. 
Secondly, the hospitals with a religious background can serve as a platform to 
gather the other patients groups and non-government organizations. This could be a 
powerful resource to impact on the end-of-life care health policy in Hong Kong. The 
Protestant community and the Roman Catholic Church are the most active religious 
communities in providing medical and related services. The Protestant community 
runs seven hospitals and eighteen clinics while at least six hospitals, thirteen clinics 
and twenty rehabilitation service centers are run by the Catholic diocese of Hong 
Kong.319 Moreover, there are forty hospitals providing chaplaincy service. Although 
the hospitals are not under the churches administration, the churches still have the 
'ethical' power through the boards of directors and the chaplaincy services. On the 
319 Hong Kong yearbook 2007, Hong Kong: Information Services Dept, 363. 
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other hand, the spiritual support and pastoral care by the chaplaincies and churches 
should continue be reinforced. 
Finally, education plays an important role. Unfortunately, the development of 
ethics education within the medical and health care professional curricula has been 
slow and fragmental. The medical ethics is a relatively under-developed area in Hong 
Kong and this has a detrimental effect on patients care and the morale of doctors.32o 
Therefore, the 'participatory' means to facilitate the health care profession to engage 
into the moral discourse by implementation of the bioethics into their curriculum. 
Furthermore, the educators and the religious communities should treasure the 
precious moment to facilitate the students to explore the 'life and death' issues, 
questions of meaning, value and purpose in life. In Hong Kong, the diocese has 297 
Catholic schools and kindergartens catering to about 240,000 students. 321 And the 
Protestant community runs more than 630 schools.322 Although education takes time, 
it is important to facilitate the next generation in preparing to face the' life and death' 
Issue. 
Last but not the least; the participatory theological bioethics is a calling or 
challenge to raise the spiritual consciousness of the health care professions who are 
entitled to take the fateful role in the health care policy and system as well as the 
service in Hong Kong. In fact, a professional in the community has the privilege; he 
or she is bound to be tempted by power and wealth.323 However, the health care 
professions also have the responsibilities to criticize the health care system and 
policy as well as to promote the social change. Moreover, health care professions 
have responsibility to commit that involving the stakeholders in the search for the 
320 Becker, "Bioethics With Chinese Characteristics", 262. 
321 Hong Kong yearbook 2007, 363. 
322 Ibid, 362. 
323 Roward Gardner, Mihaly Csikszentmihalyi, William Damon, Good work: when excellence and 




This chapter is the engagement in the end-of-life care in Hong Kong with reference 
to Cahill. Cahill's participatory theological bioethics offers a moral framework with 
strong analytic skills for active Christian engagement and moral reflection to the 
end-of-life care issue in Hong Kong. The contributions of participatory theological 
bioethics are mainly in two aspects. Firstly, the application of the Cahill's 
participatory theological bioethics to the ~ituation of the end-of-life care in Hong 
Kong has reframed and shaped the moral picture from individual ethics to both 
individual and social ethics. Although the patients are encouraged to participate in 
the end-of-life care decision making, their choices and engagement have been 
restricted by the inequalities in access to end-of-life care and the medical paternalism. 
Secondly, it should be better integrated the medical approach to end-of-life care 
decision making with the personal, relational and spiritual notions that constitute 
meanings of life and its transcendence. 
The application of the participatory theological bioethics to the Hong Kong 
promotes the intercultural dialogue. Moreover, the participatory is highly 
recommended from the fmnily in the Chinese culture. In this chapter, it offers the 
alternatives to the Christian engagement through the lens of the participatory 
theological bioethics. At the same time, it is a process of the interpretation of the 
meaning of Cahill's participatory from the Hong Kong context. 
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Chapter 6 Conclusion 
Cahill builds her account of Christian ethics in the Catholic tradition with particular 
attentions to feminist thought and anthropology. Cahill's Christian theology and 
ethics is precisely the dialectical and complementary relationship of Bible, tradition 
and normative and descriptive accounts of human existence. Cahill highlights that 
Christian theological bioethics should tnake justice in access to health care resources 
its first priority. Based on the interconnected of bible, tradition and normative and 
descriptive accounts of human existence, methodologically Cahill proposes the 
participatory theological bioethics. Participatory theological bioethics is rooted in 
Catholic social teaching. From the anthropological perspective, Cahill redefines the 
concept of common good and implements along a spectrum of networks for social 
changes under the guidance of Catholic moral values like dignity and solidarity. 
However, Cahill shows the internal inconsistency in her feminist contribution in the 
bioethics. In summary, Cahill's participatory theological bioethics endorses and 
promotes the end-of-life care decision making guided by the priority of the 
preferential option for the poor within an ethics of the common good. 
The central feature and accomplishment of the public and professions' attention 
to death and dying has been securing the rights of patients or their surrogates, to 
decide on care near the end-of-life. Nevertheless, in reviewing the end-of-life care in 
Hong Kong, the medical professions play a decisive role in the health care system 
and policy as well as the moral discussion of the end-of-life care. And, the almost all 
medical treatments of end-of-life care remains fixated on improving survival rates 
much more than on quality of life, quality of death and cost effectiveness in Hong 
Kong. In short, the public discussion in the end-of-life care is confined in the 
individual moral decisions, which neglect the social and political backdrop of the 
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society. Therefore, an alternative of ethical resources or framework is needed to 
contribute towards the end-of-life ethics in assisting to build the descent society. And, 
Cahill has filled up this academic and theological gap in Hong Kong. 
Cahill believes the moral knowledge is obtained by cross-cultural discernment 
and developed dialectically among others. In applying Cahill's participatory 
theological bioethics to the Hong Kong context, the contributions are mainly in two 
aspects. Firstly, it is to reframe and shape the moral picture from individual ethics to 
both individual and social ethics. The inequalities in access to end-of-life care and 
the medical paternalism not only restrict the end-of-life care decisions making, but 
also limit the participations of the patients and their relatives as well as the other 
stakeholders. Secondly, it provides an open door for larger questions of the 'life and 
death' and the transcendence meanings of life. In other word, it reminds the human 
being think of the way of living. 
On the other hand, the Hong Kong context enriches Cahill's participatory 
theological bioethics that interprets the content and meanings of the 'participatory'. 
In the Chinese culture, 'participatory' is highly recommended that starts from the 
family in the Chinese culture. Therefore, Cahill family ethics integrates with 
participatory theological bioethics might have greater resonance in Hong Kong. And, 
the meaning of the 'participatory' is involving the stakeholders' engagement in the 
end-of-life care ethical discussion in searching the common good in the public sphere. 
Therefore, theologians should continue to bring substantive values to the public. Last 
but not the least; the participatory theological bioethics is a call upon the faith 
communities in order to raise their spiritual consciousness and participate in the 
practices with the mission of 'preferential option for the poor'. 
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